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FROM THE SURGEON GENERAL 



Physician Utilization of Laboratory 
and X-ray Tests 



Effective and efficient utilization of 
health care resources, as well as 
quality health care, is a primary 
concern of the Navy Medical De- 
partment. Cost containment and 
quality health care are not incom- 
patible; in fact, they are comple- 
mentary. Review, analysis, and 
elimination of nonproductive ele- 
ments in health care delivery im- 
prove the quality of that care. 

Hospitals throughout the country 
are being asked to reduce hospital 
costs on a voluntary basis. We must 
do the same and the appropriate use 
of ancillary services is an area 
where significant savings can be 
achieved. In FY79. there were 43 
million laboratory tests and 7 mil- 
lion x-rays performed in Navy Med- 
ical Department facilities. This 
represents a 7 percent increase over 
FY78 and a 28 percent increase 
since FY75. The number of these 
tests continues to increase even 
though we have experienced a re- 
duction in the number of admissions 
and outpatient visits. 

In today's environment of rapidly 
increasing health care costs, we 



must all do our part to keep costs 
down. A spokesman for the Bureau 
of Radiological Health estimated 
that 30 percent of x-ray examina- 
tions in the U.S. are not medically 
necessary. The individual efforts of 
our medical officers in reducing the 
number of inappropriate laboratory 
tests and x-rays will achieve more 
than any corporate endeavor. I am 
asking each of you to cooperate in 
this effort. Ask yourself if you really 
need that lab test or x-ray to diag- 
nose and treat your patient. What 
percentage of the routine tests that 
you order is productive in terms of 
providing medically useful informa- 
tion? How often do you order repeat 
tests when they are not really 
needed? Do you know the cost of the 
tests that you order? Is your facility 
reviewing and studying these areas 
in order to identify inappropriate 
usage patterns and eliminate non- 
productive tests and procedures? 
The savings you make in these 
areas can be returned to you in the 
form of more equipment, additional 
personnel, additional travel for pro- 
fessional meetings, etc. 

It is not my intent to limit the use 
of laboratory, x-ray, or other tests 
and procedures, but to encourage 




you to insure that those tests which 
you order are appropriate, produc- 
tive, and clinically justified. Your 
attention to this very important area 
will not only reduce costs, but will 
also improve the quality of care by 
allowing us to utilize the savings in 
more productive areas of health 
care. 





W.P. ARENTZEN 

Vice Admiral, Medical Corps 

United States Navy 
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DEPARTMENT ROUNDS 



Health Care Management at Sea 



Often referred to as the most 
sophisticated weapons system on 
Earth, the aircraft carrier is the 
cornerstone of the Navy' s seapower. 
The USS John F. Kennedy (CV67) is 
a floating city with over 5,000 "citi- 
zens," many of whom play a role in 
maintaining the vessel's elaborate 
equipment and its requisite com- 
puter technology. 

Maintaining the health of those 
citizens is the job of the Kennedy's 
medical department. This depart- 
ment has the capabilities of a small 
hospital and is manned by a senior 
medical officer (flight surgeon), two 
air wing flight surgeons, a general 
surgeon, a Medical Service Corps 
officer, a physician's assistant, and 
approximately 36 chiefs and corps- 
men. Their domain is an inpatient 
ward with a 50-bed capacity, an 
operating room, treatment room, 
lab, pharmacy, x-ray, aviation med- 
icine unit, preventive medicine unit, 
administrative and supply support 
units, and various battle dressing 
stations located throughout the 
ship. Their responsibilities include 
mass personnel casualty manage- 
ment, preventive industrial medi- 
cine, and general health mainte- 
nance of the crew. 

The possibility of mass personnel 
casualties aboard an aircraft carrier 
like the Kennedy is a constant 
threat not only in wartime but also 
during peacetime operations. Al- 
though the crew is highly trained 
and safety oriented, fast-paced 



flight operations involve many 
potentially dangerous situations. 
Fire is a very prominent threat to 
which the carrier medical team 
must be ready to respond. If mass 
casualties occur, personnel must 
man battle dressing stations and 
activate triage teams. The initial 
treatment, classification, and sub- 
sequent movement of critically in- 
jured personnel through the maze of 
passageways and hatches to the 
operating table or ward have to be 
well coordinated. The prompt re- 
turn of personnel to their duties is 
vital to the operation of the ship. 
And for those crewmen who need 
treatment beyond the capabilities or 




HM2 James L. Bailey treats a patient 
during sick call. 



capacity of the ship's medical de- 
partment, Medivac must be ar- 
ranged. Incidentally, it is not un- 
common for the Kennedy to receive 
incoming patients from ships in 
company. 

The two preventive medicine 
technicians aboard the vessel have 
numerous responsibilities relating 
to environmental and industrial 
health. The shipboard environment 
lends itself to the occurrence and 
proliferation of sanitation problems 
and communicahle diseases. A 
water or food-borne sickness, a dis- 
ease epidemic, or pest infestation 
could seriously reduce the crew's 
effectiveness. Berthing compart- 
ments, food storage preparation 
areas, and internal systems of water 
supply, sewage treatment, and 
ventilation are examples of areas 
that must be closely monitored. 
Also important is proper immuniza- 
tion of the crew, especially for dis- 
eases endemic to the region of the 
world being visited. 

Aircraft carriers like the Kennedy 
have not been exempt from the high 
visibility of industrial hygiene pro- 
grams in the Navy. Programs in 
traditional areas such as hearing 
conservation, heat stress, and 
asbestos exposure have been joined 
by health monitoring responsibili- 
ties associated with toxic and/or 
carcinogenic substances unique to 
the shipboard-aircraft environment. 
Beryllium, a chemical element used 
in aircraft brake systems, cellulube. 
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an hydraulic fluid for deck-edge 
elevators, and special paints are but 
a few examples of many such sub- 
stances and chemicals commonly 
encountered. The medical depart- 
ment is active not only in the treat- 
ment of exposure and subsequent 
monitoring of exposed individuals, 
but also, more importantly, in edu- 
cating the crew to the significance 
of exposure prevention. 

General health maintenance 
aboard the Kennedy is handled very 
much like it is at a shore-based 
facility. There is a daily sick call and 
an emergency response team is 
poised for any occasion requiring 
immediate lifesaving treatment. 
Complete physical exams and eye 
screens are performed. Medical 
officers routinely handle counseling 
and treatment for drug, alcohol, or 
psychiatric related problems. The 
surgeon treats an array of illnesses 
and injuries related to his specialty 
and performs both major and minor 
surgical procedures as required. 
The ward corpsmen provide around- 
the-clock inpatient care. They also 
handle CHAMPUS counseling along 
with other information related to 
dependent health care. The corps- 
men educate the crew in "buddy" 
first aid procedures, alert personnel 
to the medical precautions of visit- 
ing foreign countries, administer a 
weight control program, and en- 
courage daily physical exercise. 

The medical administrative offi- 
cer (MAO) aboard the Kennedy 




HM1 James R. Easton, Preventive 
Medicine Technician, inspects food 
ser\>ice facilities aboard the Kennedy. 



shares these responsibilities. Even 
though resources are limited and 
obligation substantial, he has many 
opportunities to apply genuine 
management theories and practices. 
He is primary assistant to the senior 
medical officer (SMO) for overall 
administration of the medical de- 
partment and "H" Division officer. 
Versatility is essential in adminis- 
tering the many facets of shipboard 
health care. Fiscal/ supply manage- 
ment, patient services, health bene- 
fits counseling, and decedent affairs 
are examples of the MAO's tradi- 
tional responsibilities. As "H" 
Division officer, he functions as a 
leader, trainer, and counselor to the 
hospital corpsmen. His level of ef- 
fectiveness directly influences the 
division's morale and overall per- 



formance. Perhaps there is no 
better arena for learning and exer- 
cising true leadership skills. 

The challenges for all medical 
personnel aboard a carrier like the 
Kennedy are unsurpassed and 
never-ending. The long hours at sea 
are arduous and the family separa- 
tion is an emotional strain. How- 
ever, there are many rewards. 
Serving with the highly professional 
officers and men of the line Navy 
(surface warfare and aviation com- 
munities) is an enlightening experi- 
ence. One gains both a lasting 
appreciation of their health needs 
and a perception of what Navy 
health care providers can contribute 
in this unique operational setting. 

—Story by LT Jerry B. Adkison, MSC, 
USN. Photos by PHAN N. Barger, USN 
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Domestic Violence: 

The Alcohol Relationship 



LT Serge R. Doucette, Jr., MSC, USNR 
CDR Robert D. McCullah, MSC, USN 



In 1977, Hindman(/) published an 
article "Child Abuse and Neglect: 
the Alcohol Connection." The con- 
nection referred to the fact that 
alcohol misuse has frequently been 
cited as a factor in cases of child 
abuse and neglect, but little re- 
search had been done directly on 
the relationship between the two. 

Based upon many studies and 
observations presented in the do- 
mestic violence literature, we have 
elected to expand the position pre- 
sented by Hindman to include the 
relationship of spouse abuse/ 
neglect to alcohol abuse. We have 
also chosen to provide additional 
focus in directing attention to the 
presence of abuse and neglect in 
reported alcohol incidents. How- 
ever, our view of alcohol abuse and 
domestic violence recognizes that 
the impact of alcohol abuse is not 
confined to the family. Alcohol 
abuse affects friends, associates, 
strangers, and the community at 
large. 

Spouse and child abuse/neglect 
are to be considered synonymous 
with domestic violence for the pur- 
poses of this article. 

A relationship between alcohol 
and domestic violence is repeatedly 
postulated in alcohol, child and 
spouse abuse/neglect literature. 

LT Doucette is head, Family Advocacy 
Program, BUMED. 

Dr. McCullah is senior military clinical 

psychologist, NNMC Bethesda. Md. 20014 
and specialty advisor in clinical psychology, 
BUMED. 



Rarely, however, is this relationship 
specifically delineated. 

A relationship seems evident 
when incident reports filed by agen- 
cies are reviewed. Such reporting 
has indicated that alcohol usage is 
present in domestic violence inci- 
dents and domestic violence is 
present in alcohol incidents. Many 
such investigations have resulted in 
controversy and contradictions. 

Van Stolk(2) reported that alco- 
holism is not a major problem re- 
lated to child abuse. Heifer and 
Kempe's earlier 1968 text(J) ap- 
peared to be supportive of this 
position. However, in a later book 
(1976), Heifer and Kempe(4) state, 
"The contribution made by alcohol- 
ism and drug abuse to the problems 
of violence and maltreatment of 
children cannot be doubted. On the 
other hand, we have been im- 
pressed by the amount of child 
abuse we have seen in families who 
are total abstainers, because of firm 
religious beliefs or other convic- 
tions." Further review of the litera- 
ture reveals that it is not a question 
of whether a relationship exists, but 
rather does the relationship reach 
statistical and interpretive signifi- 
cance. 

In our review, we found a mini- 
mum of cooperative, investigative 
efforts. Alcohol abuse and family 
violence intervention efforts seem 
to have developed an essentially 
independent awareness and treat- 
ment expertise. Much independent 
data is available, but few present 



correlational or functional data. In 
fact, it has appeared to the authors 
that in many instances, the alcohol 
relationship has been actively 
avoided. 

As used in this article, domestic 
violence (abuse/neglect) and alco- 
hol abuse are viewed in a particular 
context. Abuse is considered to be 
direct physical injury, trauma, and/ 
or emotional harm inflicted by other 
than accident. Neglect is an act of 
omission or commission compris- 
ing inadequate and/or improper 
care which results or could reason- 
ably result in injury, trauma, or 
emotional harm. In both these 
definitions, the intent of the abuser/ 
negiector (maltreator) is not an 
issue. Alcohol use, misuse, abuse, 
and alcoholism have been defined in 
many ways. We have elected to con- 
sider alcohol abuse as a composite 
descriptive term and it is viewed in 
the context of the following drug 
abuse definition: the use of any 
psychoactive substance to include 
alcohol and tobacco, in such a 
manner as to adversely affect some 
aspect of the user's life, and the 
lives of others, or the community at 
large. 

Our perspective is to evaluate do- 
mestic violence literature for alcohol 
abuse referents and alcohol litera- 
ture for domestic violence referents, 
with emphasis on the significance of 
the interrelationship. 

Alcohol Literature Review 

Alcohol literature tends to pre- 
sent data relating to violence in 
general rather than demonstrating a 
specific relationship to child or 
spouse maltreatment. 

Alcohol and Violence. FBI re- 
searches) indicates that a person is 
more likely to be killed by a relative 
(20 percent) or by friends and 
acquaintances (40 percent) while 
engaged in an argument. In 1977, 
there were an estimated 522,510 
aggravated assaults in the nation. 
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This represents a six percent in- 
crease from 1976 and a 24 percent 
increase since 1973. In the same 
year, there was an estimated total of 
63,020 forcible rapes, representing 
an 11 percent increase over 1976 
and a 23 percent increase over 1973. 
The FBI also reports that more law 
enforcement officers were killed (25 
percent) or assaulted (32 percent), 
while responding to disturbance 
calls (family quarrels, bar fights, 
etc.) than under any other circum- 
stance. 

Gerson(tf) reports that of 1,790 
alcohol- related acts of violence re- 
ported to regional police in Ontario, 
Canada, 1,301 were marital or other 
common assaults. Ninety percent of 
the marital assaults occurred in a 
private residence, usually after the 
offender or both spouses had been 
drinking. A survey by Gelles, 
Straus, and Steinmetz(7) reported 
that the rate of child abuse is 129 
percent higher in families where 
there is also spouse abuse. 

Dr. Jerry Flanzer, (8) director of 
the Mid-America Institute on Vio- 
lence in Families at the University 
of Arkansas, reports that 70 percent 
of all family violence is related to 
alcohol consumption. In 1976, Or- 
ford, et al(9) presented question- 
naires to wives of alcoholics and 
found that 72 percent had been 
threatened, 45 percent beaten, and 
49 percent had witnessed the hus- 
band breaking up furniture, win- 
dows, and china. 

Nicol, etal(10) have reported that 
men incarcerated for crimes tend to 
have more severe drinking prob- 
lems than men in the general popu- 
lation. 

In a study of Philadelphia homi- 
cides, Wolfgang(i7) found that al- 
cohol was present in either the 
victim, the offender, or both in 
almost two-thirds of the cases 
studied. Similar studies found alco- 
hol present in from 30 to 70 percent 
of all criminal homicides. Shupe{12) 



analyzed felony offenders' urine to 
determine the presence of alcohol 
and found that 83 percent of all 
those charged with murder had con- 
sumed alcohol, 67 percent having 
blood alcohol levels greater than 
0.10 percent. 

Alcohol and Sex Offenses. Mc- 
Caldon(/J) studied convicted 
rapists and reported 63 percent had 
been drinking prior to the rape. 
Selling (14) found in a study of 100 
male sex offenders that 35 had been 
drinking when they committed the 
offense and that eight were long- 
term alcoholics. Rada, et al(15) 
reported in a study of child moles- 
ters and rapists that 42 and 44 
percent, respectively, were drinking 
at the time of the offense. Thirty- 
eight percent of the rapists and 42 
percent of the child molesters were 
rated "alcoholic" (a score of seven 
or more on the Michigan Alcoholism 
Screening Test (MAST)). 

In another study of sex offenders, 
Rada (16) found that 49 percent 
were drinking at the time of the of- 
fense, and the alcoholism rate (as 
measured by the MAST) was 52 
percent. 

Johnson, et al(17) investigated 
the role of alcohol in 217 rapes re- 
ported to the Winnipeg, Canada 
Police Department during the 10- 
year period 1966-1975. Alcohol was 
reported to be present in 72.4 
percent of the rape incidents. 
Alcohol was also noted to increase 
the likelihood of force being used. 
Of the 191 cases in which data on 
injury were available, 113 resulted 
in injury to the victim. The data pro- 
vided evidence that the situation of 
drinking may facilitate rape; 83 per- 
cent of the rapes classified as 
"spontaneous" involved alcohol, 
while 55 percent of those character- 
ized as "planned" were preceded 
by drinking. 

Investigations pertaining to in- 
cest have revealed that the incestu- 
ous father is often intoxicated at the 



time of the offense. In the 45 cases 
of father-daughter incest studied by 
Virkkunen,(/#) 22 involved alco- 
holic offenders. Meiselman(/9) re- 
ports: "It is difficult to give exact 
figures on the percentage of inces- 
tuous fathers who are alcoholics or 
problem drinkers, because these 
terms are seldom defined in re- 
search reports. Only 15 percent of 
Lukianowicz' (1972) sample were 
diagnosed as alcoholics, whereas 73 
percent of the fathers studied by 
Kaufman, Peck, and Tagiuri (1954) 
were thus labeled. It is more typical 
to read that somewhere between 20 
and 50 percent of a sample of 
fathers are alcoholic." 

A report on alcoholism in the 
Soviet Union, presented to the 
Academy of Sciences of Siberia by 
the economist Stanislav Strumilin, 
(20) reported that alcohol is in- 
volved in 59 percent of burglaries, 
78 percent of rapes, 69 percent of 
cases of physical violence, and 58 
percent of traffic mortality. 

Domestic Violence Literature 
Review 

International. In 1967, a study by 
Nau(2/) of 105 child abusers in 
Germany revealed that 52 percent 
of the men and 42 percent of the 
women were alcoholics. The study 
also revealed that 44 percent of the 
men, and 23 percent of the women 
were under the influence of alcohol 
at the time of their abusive behav- 
ior. Mainard, et al(22) found alco- 
holism in 65 percent of the parents 
of 32 French children hospitalized 
following parental brutality. Anoth- 
er aspect of the same study indi- 
cated that parental alcoholism was 
found in 90 percent of all cases of 
child abuse recorded in juvenile 
court. 

In a British text, Violence and the 
Family, (23) several authors provide 
substantiation of the significance of 
alcohol in relationship to domestic 
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violence. In the chapter entitled, 
"Bartered Wives," J.J. Gayford 
states, "The survey (of 100 battered 
wives) shows pointers of correlation 
between alcoholism and wife batter- 
ing. As many as 53 percent of 
women claimed that their husband 
or cohabitee was drunk at least once 
a week, and a further 22 percent 
claimed that drunkenness occurred 
at least monthly. For 44.1 percent of 
women, violence only occurred 
when their man was under the in- 
fluence of alcohol. Some women 
could even predict the events, with 
tension rising, perhaps with a row 
over a trivial matter, followed by the 
husband's drinking heavily to the 
point of intoxication, and then 
violence erupted." 

National. In a 1977 report, the 
National Center on Child Abuse and 
Neglect (NCCAN) states: "Several 
factors consistently appear to be 
present in families reported for 
child maltreatment; broken family, 
insufficient income, social isolation, 
and alcohol dependence. "(24) Fur- 
thermore, NCCAN's abuse/neglect 
reports reveal alcohol dependence 
in 11.8 percent of established child 
abuse cases and 13.3 percent of 
established child neglect cases. 
Prior involvement with law enforce- 
ment agencies has also been found 
to be characteristic of families 
involved with child abuse and 
neglect. 

It is interesting to note at this 
time that other factors presented as 
precursers to maltreatment (i.e., 
social isolation, broken family, etc.) 
are not elaborated upon as to their 
possible origin. For example, 
NCCAN reports that "broken fami- 
lies" are reported in 51.5 percent of 
established child abuse/neglect in- 
cidents. Further investigation of the 
origin of the "broken family" might 
reveal that alcohol abuse or alco- 
holism was a significant factor pre- 
cipitating the factors resulting in 
the "broken family. "(25) The sig- 



nificance of alcohol abuse therefore 
may be considerably greater in 
abuse/neglect incidents than is 
currently believed. 

Hunter, (26) in studies in Anchor- 
age, Alaska reports: "Whatever the 
ethnic background, alcoholism is 
often a catalyst for other social and 
family problems, among them, child 
abuse and neglect." The report 
stated that 90 percent of child abuse 
and neglect cases were associated 
with alcohol abuse. 

A study by Behling (27) was con- 
ducted to determine the relation- 
ship of alcoholism in child abuse 
cases at a large naval hospital. 

In 51 cases of reported child 
abuse, over a period of 5 months, a 
significant relationship was ob- 
served. Alcoholism was present in 
one or both parents of 25 of these 
children. The alcohol abuse was 
sufficiently pronounced to alter the 
life style of one or both parents in 
another 10 children. Thus, one or 
both parents were diagnosed from 
the interviews as having alcoholism 
or being alcohol abusers in 35 of the 
total of 51 cases (69 percent). 

Thirty-two (63 percent) of the 
abused children had at least one 
grandparent who was either alco- 
holic or abused alcohol. 

Twenty-four (92 percent) of the 26 
parents who had been abused as 
children reported that they were 
abused by a parent who was alco- 
holic or who abused alcohol. 

Behling states: "These high rates 
of alcoholism or alcohol abuse in the 
51 child abuse cases reminds one of 
the high rate of alcoholism in 
studies of personal violence . . . 
from these experiences it seems 
most important to search for a back- 
ground of alcoholism in every in- 
stance of child abuse. When this 
factor is present, it may well be a 
principal precipitant in the child's 
maltreatment. When alcoholism is 
identified and dealt with openly, it 
facilitates the management and 



thereby improves the prognosis for 
the victimized child." 

The Fetal Alcohol Syndrome 
(FAS) has received attention and re- 
sulted in many "warnings" being 
issued pertaining to alcohol con- 
sumption by pregnant women. (28) 
However, few official reports of 
abuse/neglect have been made 
relative to the FAS. Many conse- 
quences, including brain damage 
and death, have been reported and 
resulted in responses to FAS that 
have been controversial and emo- 
tional. For example, Brandt and 
Moller, (29) in a report from Copen- 
hagen, recommended that pregnant 
women with drinking problems be 
given the option of abortion and 
that sterilization be considered for 
alcoholics with little chance for 
recovery. 

The Alcohol Relationship 

The amount of evidence available 
relevant to the alcohol relationship 
to domestic violence appears to be 
significant, yet there has been to 
date insufficient attention given to 
collaborative remedial efforts. 

Domestic violence literature re- 
ports that alcohol abuse, social iso- 
lation, parental history of abuse as a 
child, youthful and/or inexperi- 
enced parents, marital discord, life 
crisis, lack of or inability to utilize 
parental skills, lack of nurturing life 
experiences, and lack of support 
systems are some of the situations 
in which abuse/neglect is likely to 
occur. (20, 30) 

Alcohol literature presents these 
same elements in the etiology and 
current behavior of the alcohol 
abuser and the family. (31, 32) 

Personality characteristics ap- 
parently associated with the perpe- 
trators of child/spouse abuse and 
neglect are also similar to those of 
alcohol abusers. (24. 30, 31,32) Com- 
parisons most often include low 
frustration tolerance, low self- 
esteem, impulsivity, dependency, 
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problems with role reversals, diffi- 
culty in experiencing pleasure, iso- 
lation, and inconsistency in behav- 
ior. 

It is noted in child abuse/neglect 
literature that erratic and inconsist- 
ent parenting is a major source of 
neglect. (32) 

In alcoholism literature, VADM 
W.P. Arentzen, MC, (33) Surgeon 
General of the Navy, reported the 
following: "One frequently sees a 
deteriorating alcoholic parent oscil- 
late between maudlin sentimental- 
ity with seductive overtones, and 
rages with physical attacks in 
dealing with the children, as well as 
the spouse. The children become 
confused with conflicting feelings of 
duty, pity, disgust, and resent- 
ment." 

Domestic violence literature con- 
sistently reports that children of 
abusers become abusers. (21) 

Alcohol literature consistently 
reports that children of alcohol 
abusers become alcohol abusers. 
(34,35,36) 

Implications 

Incident Reporting. It has been 
noted by Silver, et al(35) that pro- 
fessionals and paraprofessionals are 
hesitant to identify a child or spouse 
as "abused or neglected" when the 
husband or wife is abusing alcohol, 
even when the violence is clearly a 
direct result of the actions of the 
alcohol abuser/ alcoholic. It appears 
that many prefer to make an issue of 
whether the parent/spouse in- 
tended to inflict injury. The relevant 
issues of: the failure to protect, and 
the commitment of violent acts are 
ignored, resulting in poor or mini- 
mal intervention, leaving the family 
at risk for further maltreatment. 

Additionally, the following are 
three of the most often stated 
reasons for lack of referral: 

• ignorance of a need (or law) to 
address violence specifically; 



• belief that referral to family ser- 
vices will result in the incarceration 
of the alcohol abuser (and thus his/ 
her treatment for alcohol abuse will 
be sidetracked); 

• belief that all pathology, includ- 
ing maltreatment acts, will be cor- 
rected when the troubles or illness 
of alcohol abuse is arrested. 

Research Considerations. Studies 
of alcoholics' histories have shown 
that parental antisocial personali- 
ties, alcohol misuse, or drug prob- 
lems correlated most closely with a 
high level of similar difficulties in 
the adolescents of such parents. (31, 
38) 

Through coordinated investiga- 
tions of alcohol use, abuse, and 
alcoholism, we may begin to isolate 
additional factors relating to these 
areas. For example, perhaps the 
child/spouse maltreatment among 
alcohol abusers is centered in a 
particular group of alcohol abusers. 
It would appear that further dif- 
ferentiation could provide useful 
information. At least one study in 
this regard by Penick, et al(37) has 
presented evidence that alcoholics, 
whose parents or grandparents 
drank excessively, are significantly 
different from alcoholics who have 
no family history of alcoholism. This 
research demonstrated that among 
several factors, familial alcoholism 
apparently results in alcoholics who 
have more serious problems with 
anger and hostile reactions than 
those without a familial history of 
excessive alcohol usage. We need to 
further investigate the relationship 
between familial alcoholism and 
domestic violence. 

The alcohol relationship exists 
and it is a significant factor in 
domestic violence. We should rec- 
ognize that alcoholism, untreated, 
not in remission, is significant 
evidence for the presence of abuse 
and/or neglect. At least one state, 
New York, has legislation directing 



that diagnosed drug dependence is 
prima-facie evidence for neglect. 
(39) As important as this legislation 
is, NCCAN reports (27) that drug 
dependence is present in only 3.5 
percent of abuse/neglect cases, 
whereas alcohol dependence is pre- 
sent in 13.1 percent of reported 
incidents. 

The screening and treatment of 
all alcohol-abusing families for con- 
ditions specific to child/spouse 
abuse and neglect is essential. 
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Attention: Military Trained Technologists 



The American Society of Radiologic Technologists (ASRT) 
has a standing committee which is composed of represent- 
atives of each of the major military services. This military 
liaison committee represents the interests of the radiologic 
technologist on active duty as well as the military trained 
technologist in civilian life to the ASRT. 

The committee also represents the interests of the 
military trained technologist to the American Registry of 
Radiologic Technologists (ARRT). A mechanism has been 
developed whereby the military trained technologist can 
fulfill the requirements necessary to qualify for the 
ARRT's national certification examination. At the present 
time, discussions are being conducted into the feasibility 
of establishing testing facilities at sites other than within 
the continental United States for those military personnel 
stationed abroad who qualify for the ARRT examination. 

The committee is also in discussions with the ASRT to 
develop ways in which the Evidence of Continuing Educa- 
tion (ECE) program can be utilized effectively by the mili- 
tary technologist who may be stationed at a duty station far 
removed from the large medical center or access to 
structured meetings of programs for continuing education. 
It is hopeful that a number of military training programs 
other than those specifically identified as being directly 
related to radiologic technology will be considered and ap- 
proved for ECE credit by the Council on Continuing Edu- 
cation of the ASRT. 

We are especially aware of the Vietnam veteran cur- 
rently in civilian life, who due to the circumstances of the 



war in Vietnam, may have been unable to complete all 
phases of their radiologic technology training and are cur- 
rently not qualified to take the ARRT examination. We are 
asking these veterans to communicate with us as we are 
attempting to set up a mechanism through the ARRT so 
that these technologists can complete their requirements 
and qualify for examination. 

We encourage the military radiologic technologist to join 
the ASRT and to participate in their programs and bene- 
fits. We further encourage you to contact the military 
liaison committee members and express your ideas and 
views on how the military and civilian technologist can 
work together for the advancement of our common goals 
and our profession. 

Anyone who knows of an individual who was trained in 
the military and is experiencing difficulty in meeting the 
qualifications for the ARRT examination, should have that 
individual contact the representative of their respective 
service: HMC Robert W. Jones. RT, USN, Naval School of 
Health Sciences, Naval Regional Medical Center, Ports- 
mouth, Va. 23708; MSGT Richard Hone, RT, USAF, 
School of Health Care Sciences/ MSDM, Radiology, Shep- 
pard Air Force Base, Tex. 76311; SFC Robert A. Gordon, 
RT, USA, X-ray Branch, Medical and Surgery Division, 
Academy of Health Sciences, Fort Sam Houston, Tex. 
78234. 

—Reprinted from The Scanner (An official publication of the 
American Society of Radiologic Technologists) XIH(l) Aug-Sept 
1979 
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Navy Occupational Health Policy 



On 14 Jan 1980, VADM W.P. 
Arentzen, MC, Surgeon General of 
the Navy, delivered the keynote 
address at the 22nd Navy Occupa- 
tional Health Workshop in San 
Diego. Calif. U.S. NAVY MEDI- 
CINE here reprints the text of that 
speech. 



The Challenge 

Since its enactment, the omnibus 
Occupational Safety and Health Act 
has become many things to many 
people. To the workers of American 
industry the Act laid the foundation 
for the development of safe and 
healthful work environments. To 
management it has become a legiti- 
mate collective bargaining issue. 
When coupled with environmental 
protection regulations, it has been 
viewed as an enormous government 
intrusion into an already compli- 
cated and delicate balance of power 
between management and labor. 
For health care providers and edu- 
cators it has become a challenge to 
train and provide yet another scarce 
manpower resource for research, 
management, and education. 

During my tenure as Navy Sur- 
geon General, I have been a strong 
advocate of the environmental and 
occupational health program. I see 
it as a program for improving the 
health of our people, a program that 
emphasizes prevention as much as 
cure. It is an ambitious program 
which can substantially reduce both 
the suffering of our people and the 
monetary burden on our system of 
medical care. 

One of the older schools of 
management theory held that cer- 
tain personal traits were the com- 
mon denominator for defining the 
successful manager. While the 



eclectics among us would question 
the validity of such an assertion, I 
think they would agree that certain 
personality characteristics portend 
success more than others. There are 
five characteristics or principles 
which I trust you will exhibit during 
the course of your deliberations over 
the next several days. These are: 
responsibility, perseverance, crea- 
tivity, excellence, and courage. The 
impact of your efforts will depend to 
a large measure on the extent to 
which these principles are applied 
during your deliberations. 

The principle which drives human 
beings to become involved is re- 
sponsibility — not in the legal sense, 
but, in the moral and ethical sense. 
The Occupational Safety and Health 
Act dictates the legal responsibili- 
ties for all employers with regard to 
providing safe and healthful work 
environments for their workers. 
OSHA legitimized for others what 
we in the medical professions have 
always perceived as moral and 
ethical responsibilities. We are col- 
lectively responsible for insuring 
that the environment in which our 
employees work does not cause 
them harm. 

It is axiomatic among manage- 
ment personnel that change will 
beget resistance among their em- 
ployees. All too often, however, 
these same managers fail to apply 
that same axiom to their own behav- 
ior. We are all aware of, or have 
personally experienced.the frustra- 
tion involved with changing a 
manager's or supervisor's method 
of operation for the sake of im- 
proved working conditions. We also 
know that the most successful 
among us at implementing those 
changes are those who persevere. 
Perseverance in and of itself, how- 



ever, is of little more value than 
ignorant stubbornness. 

The third principle which we 
should always apply is creativity. It 
is the rare circumstance which 
leaves us with a single feasible solu- 
tion to a problem. Depending upon 
the constraints within which we are 
forced to operate, most problems 
will yield to a number of feasible 
solutions. Apply your creative 
capacities to the problems and tasks 
at hand and we will enhance our 
ability to overcome resistance to 
change and insure the health of the 
American workforce. 

In the area of occupational health 
there is an enormous requirement 
for resources and programs to 
redress work practices and environ- 
ments of the past. The particular 
resource in greatest demand is also 
the one which is the most difficult to 
obtain — skilled, qualified man- 
power. Occupational health physi- 
cians and nurses, industrial hygien- 
ists, epidemiologists, and a myriad 
of technicians and technologists are 
required to implement meaningful 
and successful programs of occupa- 
tional safety and health. Excellence 
will be required in research, train- 
ing, education, and planning if we 
are to make the best possible use of 
these difficult to obtain manpower 
resources. Remember, we share the 
responsibility for providing health- 
ful work environments for our 
employees with other federal agen- 
cies and the civilian sector. Medioc- 
rity in research, training, or pro- 
gram planning will lead inevitably 
to a misuse of scarce resources, and 
we will all share the responsibility 
for implementing programs of over- 
kill in some areas and totally inade- 
quate programs in others. 

The last principle I will discuss is 
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courage. The returns on any invest- 
ment are directly proportional to the 
risks inherent in that investment. 
Low risk financial investments re- 
turn very little against the invested 
capital and require little courage to 
pursue. On the other hand, high 
risk investments may tax our stores 
of personal courage, but they hold 
the potential for much larger re- 
turns on the investments. Our 
greatest investments as health pro- 
fessionals lie in our conviction of the 
Tightness of what we do. We must 
have the courage to seek excellence 
in our endeavors, to be creative but 
perseverant, and to maintain the 
sense of responsibility which has 
served us so well this far, I realize 
that this is a big order, but we have 
big challenges and opportunities, 
too big to settle for mediocrity in our 
performance. 

Asbestos Program 

I also want to use this opportunity 
to emphasize that the Navy occupa- 
tional health program is a team ef- 
fort. The asbestos control program 
is a good example of Navy team- 
work. Under the leadership of the 
Navy Environmental Health Center, 
and particularly Dr. Edwards, the 
asbestos program manager, the 
asbestos control program has come 
a long way. Our medical surveil- 
lance program continues to move 
forward and eventually will provide 
exciting new information on the 
epidemiology and natural history of 
asbestos-related disease. The medi- 
cal surveillance program has other 
benefits as well: 

• It has brought us improved qual- 
ity control in x-ray technology; 

• It will enable us to evaluate scien- 
tifically the strengths and short- 
comings of various mass screening 
tests for pulmonary disease and; 

• It will provide important informa- 
tion on the epidemiology and con- 



trol of lung disease caused by 
smoking. 

The asbestos medical surveil- 
lance program will give us the criti- 
cal information for eliminating the 
asbestos problem. One can't elimi- 
nate a problem if he doesn't know 
the actual aspects of that problem. 
A problem well stated is a problem 
half solved. All of this is important 
to the prevention of disease. 

Noise Abatement and Hearing 
Conservation 

Noise induced hearing loss is 
another occupational health prob- 
lem under vigorous attack. The 
Chief of Naval Operations has 
promulgated a new Navy policy for 
occupational noise control and hear- 
ing conservation — OPNAVINST 
6260.2. This instruction gives hear- 
ing conservation new emphasis 
within the Navy. Control of worker 
exposure to hazardous noise is 
directed as a clear priority for line 
commanders. Noise must be engi- 
neered "out" and the wearing of 
hearing protection must be en- 
forced. The new instruction re- 
quires the Medical Department to 
provide hearing testing to larger 
groups of Navy personnel. I have 
directed additional resources for 
support of efforts to provide high 
quality audiometry. You viewed the 
first Navy mobile hearing conserva- 
tion audiometric trailer at this work- 
shop last year. We will have 20 of 
them within the next few years. We 
are now bringing 12 audiologists on 
active duty to support these efforts, 
and microprocessor audiometers 
throughout the Medical Department 
will be our next step forward. Micro- 
processor technology will improve 
the quality of our audiograms and 
provide important data for sophisti- 
cated program management. 

The Navy Environmental Health 
Center has provided the important 



leadership to get this program 
moving. It has been said that people 
can be divided into three groups, 
those who make things happen, 
those who watch things happen, 
and those who wonder what hap- 
pened. In hearing conservation, the 
Navy Environmental Health Center 
has been making things happen by 
its leadership and aggressive ac- 
tion. 

I have also directed the Navy 
Environmental Health Center to 
develop an implementation plan 
whereby all occupational and pre- 
ventive medicine programs in the 
field will gradually come under a 
single central program manage- 
ment. Central management under 
the Navy Environmental Health 
Center will enable us to provide 
more effective and efficient preven- 
tive services to all fleet and shore- 
based personnel. 

Occupational Safety and 
Health Policy 

Now I would like to express the 
Medical Department's policy and 
position on three aspects of our 
occupational safety and health pro- 
grams: the use of industrial hygien- 
ists, enforcement of compliance 
standards, and the importance of 
engineering changes. 

I spoke earlier of the responsibil- 
ity we all share for making the best 
possible use of scarce resources. It 
goes without saying that the de- 
mand for professional industrial 
hygienists has accelerated at a 
much faster pace than can presently 
be met by our educational facilities. 
It behooves us, therefore, to be 
prudent in our decisions to recruit 
these professionals. There is no 
question that industrial hygienists, 
if in good supply, could be used 
profitably in positions not requiring 
the specific skills they possess. We 
all prefer to have extra capacity on 
hand when we can afford it. Unfor- 
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tunately, few of us can presently 
afford it. Industrial hygiene is a 
paramedical function and as such 
should fall under the cognizance 
and management of the Medical 
Department. This is current Navy 
policy and is the policy of the major 
industrial organizations in the civil- 
ian sector. Although it is feasible to 
have industrial hygienists in both 
the medical and line communities, it 
is not the most prudent use of 
scarce health manpower. The re- 
gional medical department indus- 
trial hygienist is responsible for 
advising the commanders of indus- 
trial activities of any deficiencies 
noted during surveillance inspec- 
tions and making recommendations 
for their abatement. It is the respon- 
sibility of the line commander to 
insure that safe work practice 
recommendations are implemented 
and routinely observed by the work- 
place supervisor. 

The second policy issue I wish to 
speak with you about is enforce- 
ment of occupational health stan- 
dards. The Medical Department's 
role in occupational health and 
safety is that of providing profes- 
sional services to line commanders. 
In fulfilling that role, Medical De- 
partment personnel are responsible 
for developing standards, identify- 
ing hazardous workplace condi- 
tions, and reporting those condi- 
tions to the line commander. There- 
fore, Medical Department person- 
nel are involved only with observa- 



tion and recommendation. The line 
commander is charged with imple- 
menting corrective action and in- 
suring such action is taken. The line 
commander's purview, then, is 
enforcement of compliance to stan- 
dards. 

There are several reasons why 
Medical Department personnel 
should not be involved with the en- 
forcement of corrective action. 
First, medical personnel are profes- 
sional advisors, and as such, have 
no line authority in the workplace. 
Second, the line manager must 
maintain the prerogative to weigh 
the various alternatives in view of 
medical recommendations, and 
then make the appropriate decision 
to accomplish his mission objec- 
tives. Third, if medical personnel 
are identified as the enforcers, 
experience has shown that person- 
nel and supervisors in the work- 
place will attempt to "cover up" or 
not discuss hazardous conditions 
with them, in anticipation of possi- 
ble future reprimands. 



Prevention 

The last issue I want to discuss is, 
perhaps, the most important of all. 
Our strategy in occupational medi- 
cine is a preventive one. The best 
way to prevent occupational disease 
is to eliminate hazards from the 
workplace. The temptation to seek 
short-term relief from congres- 
sional, labor, and media pressure 



by hiring health professionals to 
study the problems is understand- 
able, but this type of action does not 
by itself promote the health and 
well-being of the worker. The most 
effective reduction of health hazards 
results from engineering changes 
such as reducing machinery noise or 
removing hazardous substances 
from the workplace atmosphere. 
Substitution of less hazardous mate- 
rials, where possible, and training 
our workers in the proper safe 
handling of hazardous material does 
much to reduce workplace hazards. 
The greatest potential return on in- 
vestment, however, is to be found in 
engineering changes in the work- 
place. These changes will be costly 
and will require a substantial com- 
mitment on the part of line manag- 
ers, but they must be achieved. 
Substitution, protective devices, 
and training are but a small part of 
the solution. 

I wish you good favor in your 
deliberations. Your team effort here 
is timely and important because it 
has real meaning for the great 
majority of working Americans. 

Therefore, I charge you to accept 
the burden of responsibility to per- 
severe with personal courage and to 
encourage creativity and excellence. 
If you will continue to commit your- 
selves totally, I know the Navy's 
occupational health program will be 
a model for others to follow — at a 
time when a workable model is so 
desperately needed. 
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Planning Pays Off: An Outpatient 
Reporting System at Memphis 



LT Joan Dooling, MSC, USN 



In the fall of 1976 a study was begun 
to evaluate the reporting system in 
use in the Outpatient Department at 
NRMC Memphis. The primary 
study sites were the family practice 
clinic and primary care clinic which, 
when combined, delivered approxi- 
mately 50 percent of the hospital- 
based ambulatory care at this 
medical center. The three-month 
study revealed the following situa- 
tion: 

• The patient "log-in" method 
which served as the ground docu- 
ment for counting and categorizing 
clinical visits was extremely cum- 
bersome and had resulted in an 
understatement of the number of 
actual services rendered. 

• Approximately five to seven 
hours per week of Hospital Corps 
staff time was being spent in the 
clerical tasks associated with the in- 
accurately stated clinic workload 
report. 

• There was no well defined and 
consistent understanding among 
key clinic personnel of the services 
which constituted clinic visits and, 
of more concern, little understand- 
ing or appreciation of the impor- 
tance of these concepts and statis- 
tics. 

• In spite of the legitimacy of units 
of service being provided and docu- 
mented by various Hospital Corps 
and nursing staff there were no 
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organized inservice programs de- 
signed to teach the method of 
recognizing and reporting these 
visits. It appeared that only "physi- 
cian" services were being con- 
sidered. 

• There was vitually no control 
point or single source of information 
for matters of policy related to work- 
load reporting. Thus, the census 
determination was somewhat of a 
hit and miss operation. 

• There was poor and sometimes 
no communication between the clin- 
ical staff charged with collecting 
statistics and the administrative 
personnel responsible for compiling 
data for the NAVMED 6300/1 Med- 
ical Services and Outpatient Mor- 
bidity Report. 

• The audit trail for outpatient 
visits was not properly defined. 

• There were no accurate ways to 
keep outpatient health care pro- 
viders informed of the ongoing level 
of performance within their respec- 
tive areas. 

Following the initial study period, 
nursing, administrative, and medi- 
cal personnel involved in the opera- 
tion of the outpatient clinics re- 
viewed the above points. They 
agreed that problem areas existed 
throughout the entire Outpatient 
Department in terms of the work- 
load reporting system. 

Study Group and Test Site 

The Director of Clinical Services 
granted permission to undertake 
the design phase of the study. A 
pilot project would be implemented 



in the family practice and primary 
care clinics and the project evalu- 
ated after 12 months for possible 
conversion to a permanent program 
designed to encompass all ambula- 
tory care clinics including the 
branch clinic. 

A concurrent study was under- 
taken to determine the number and 
types of health services (by medical 
speciality) delivered by varying 
levels of providers {MD, PA, nurse 
practitioner, RN/Corps staff) with- 
in the Navy's relatively new family 
practice setting. Information from 
this study would include the com- 
parison of health services provided 
to the two major user groups; (1) 
active duty and their dependents, 
and (2) retired members and their 
dependents. The design standard 
required that this information be 
generated from the same program 
being tested for reporting outpa- 
tient visits. 

It would seem safe to assume that 
the potential useful life of any data 
gathering device will vary given the 
knowledge, orientation, and experi- 
ence of the individuals involved in 
the design phase. In view of the 
broad scope of information required 
for development of this project, the 
multi-discipline team approach was 
used. The primary project members 
included the medical chief of family 
practice/primary care (MC), the 
Ambulatory Care Coordinator (NC), 
the Chief, Data Processing (Civilian 
Data Processor), and the adminis- 
trative officer of the clinics (MSC). 
The administrative officer was Pro- 
ject Manager and the Chief, Data 



12 



U.S. Navy Medicine 



Processing acted as the technical 
expert for purposes of the study. 

A common bond uniting this 
group was the feeling that the grow- 
ing ambulatory care system at this 
command needed a method to 
define, measure, and project the 
activity parameters associated with 
the delivery of health care services. 
Basic was the existence of a report- 
ing system that would accurately 
reflect services rendered by all 
levels of providers. 

Program Requirements 

The system had to provide statis- 
tics that satisfied both BUMED and 
UCA (Uniform Chart of Accounts) 
reporting requirements and do so 
with the greatest possible accuracy. 
It had to encompass as many re- 
ports as possible that are required 
of the outpatient clinics including 
the branch clinic in order to be a 
permanent asset to the command. It 
had to take less staff preparation 
time and improve upon the accuracy 
of the present method. The system 
had to lend itself to ease of under- 
standing on the part of staff in- 
volved in its application. 

It also had to utilize the data 
processing capabilities presently 
available (an existing IBM 1401 
computer) as a substitute for the 
present "hand count" method of 
compilation. (Design standards will 
incorporate future conversion to an 
on-line capture of workload statis- 
tics.) The system had to include a 
well defined audit element for all 
services provided. It had to be 
adaptable to a defined implementa- 
tion timetable with scheduled evalu- 
ation and re-design cycles. The 
costs associated with the system 
had to be identifiable for purposes 
of staffing and budget justification. 
There had to be safeguards built in 
to identify inappropriately sub- 
mitted "units of service." This 
actually turned out to be a reciprocal 
element of the program which dis- 




The patient data card attached to the 
outpatient treatment record. 

allowed all entries that did not 
satisfy edit requirements. The en- 
vironmental elements/limitations of 
both the hospital and branch clinic 
(i.e. physical plant, staffing, etc.) 
also had to be considered. 

Managerial Objectives 

The team adhered to the follow- 
ing guidelines during all phases of 
the project: 

• Keep the actual data collection 
format as simple as possible. 

• Keep basic format changes to a 
minimum. 

• Use persons in direct patient care 
areas as primary information 
sources in the design and imple- 
mentation phases. 

• Adjust timetables to meet pro- 
gram requirements, not vice versa. 

• Keep all levels informed as to 
program status and timetables. 

• Maintain high program visibility 
to insure support and program ac- 
ceptance at critical levels. 

• Maintain key personnel to insure 



program continuity, especially in 
the design phase. Maintain project 
control during critical phases in- 
volving interpretation of reporting 
requirements. 

• Keep informed of current/pro- 
jected trends in the ambulatory care 
setting in both the military and civil- 
ian communities. 

Test Site/Design Consideration 

The reporting tool required both 
input and output capability. There- 
fore, the design of the basic format 
and the choice of test sites were 
important considerations in devel- 
oping this system. The application 
potential of the pilot project had to 
encompass the enlarging of the 
system to meet the demands of the 
entire outpatient setting with its 
myriad of functions. 

The entry level clinics (family 
practice and primary care) at NRMC 
Memphis became the test beds for 
the 12-month pilot study which 
would assess the potential of clinic- 
wide application of the data card 
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system. These two clinics seemed to 
lend themselves to a process of 
standardization and it was felt that 
this environment would be condu- 
cive to a study of the program. 

The two clinics occupied a com- 
bined space of approximately 8,600 
square feet. A single chief of service 
ran the operation, advised and as- 
sisted by a nursing branch as well 
as one specific administrative office 
within the Outpatient Department. 
The two clinics utilized nearly 
identical appointment schedules 
(routine and acute appointment 
mix) and performed phone triage 
functions. Vital signs were taken on 
all patients arriving for scheduled 
appointments. Walk-in service was 
generally not available. However, it 
was anticipated that prescription 
refills would be handled on a walk- 
in basis concurrent with the imple- 
mentation of the data card system. 

Because of the process of screen- 
ing for eligibility, the census input 
device (the patient data card) was 
initiated at the same point where 
patient IDs were screened. The 
decision to utilize a centralized pa- 
tient check-in area was extremely 
important in considering the poten- 
tial expansion of the pilot project. 
The implication was that the bulk of 
responsibility for the patient's repe- 
titive entry into the ambulatory care 
system would be concentrated in 
the administrative branch. Project 
members agreed that this was 
desirable and added systems fea- 
tures to include: 

• An ID check each time the patient 
arrived for services to confirm eligi- 
bility for care, age of the patient, 
and presence of the appropriate 
guardian in cases of under-legal- 
age patients. 

• Activity related to providing the 
patient with his/her outpatient 
medical record prior to obtaining 
health services. 

• Initiation of an appropriate medi- 




Overview of information system elements derived from outpatient data card. The 
outermost circle represents the clinics using the system. The innermost circle 
identifies the "visit" as the basic unit of service within the outpatient setting. 



cal record in the case of patients 
arriving who did not have a record 
on file. 

• Classification of the outpatient or 
inpatient status of the particular 
person arriving for treatment in the 
outpatient areas. 

• A centralized point for the tag- 
ging of records belonging to pa- 
tients for whom services were 
provided on a reimbursable basis 
(i.e. foreign military, civilian 
humanitarian, etc.). 

Justification of the staffing re- 
quired to perform this check-in 
function was based on the obliga- 
tion to provide care only to eligible 
beneficiaries and provide command 
compliance with the medico-legal 



aspects involved in the delivery of 
outpatient care (i.e. age, custody, 
and documentation). 

The concept of a centralized 
check-in area took advantage of 
standardization where it was medi- 
cally appropriate. In this setting the 
objective was to provide each pa- 
tient with a data card which repre- 
sented authorized entry to the 
system. This same data card would 
be the input device to the computer 
which would compile the informa- 
tion in whatever formats were re- 
quired. Additional information en- 
tries would enable the following to 
be evaluated: 

• The residence zip code of the 
person seeking medical care (to 
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determine level of activity within 
the catchment area). 

• Time of patient arrival vice 
appointment time or, simply, time 
of arrival when walk-in entry was 
appropriate. 

• The percentage of total patients 
treated in the emergency room that 
were considered by the practitioner 
to require emergency services. 

• The percentage of total outpatient 
clinical services scheduled through 
the central appointments branch of 
the Outpatient Department. 

Inservice and Implementation 

Having determined the informa- 
tion requirements, attention turned 
to the design of the patient data 
card. The card was presented to 
various clinical and administrative 
personnel to evaluate the ease of 
understanding. It was an apparent 
success. Many responded with 
"that certainly seems easy." 

The project team assembled the 
elements of the audit trail at this 
time, constructed edit programs, 
and presented the data card system 
to all levels of involved personnel. 
During the following inservice 
sessions, comments and concerns 
were actively solicited from the staff 
and carried back to the project team 
for discussion and evaluation. The 
team then completed the final card 
design and systems flow diagrams. 
Training sessions were held with 
the Project Manager as was neces- 
sary to guarantee a thorough under- 
standing of the mechanics of the 
new system. 

The data card project formally 
began in the family practice and pri- 
mary care clinics in April 1977. It 
was initially run alongside the "log- 
in" system to allow for a count com- 
parison. For the next 12 months the 
project was subjected to frequent 
critique sessions to identify prob- 
lems or areas that had been over- 
looked in the design phase. The 
acceptance level of the staff was 



very positive and there was con- 
siderable interest displayed in iden- 
tifying previously uncounted work- 
load. The patient population 
showed initial skepticism but nega- 
tive comments decreased as the 
staff gained experience in handling 
the new card. 

The pilot study went extremely 
well and the project was recom- 
mended for permanent program 
status. The objective was to make it 
the single outpatient services re- 
porting mechanism for the entire 
command. 

Prior to expanding the system to 
the remainder of the hospital-based 
outpatient clinics, recommenda- 
tions were made to improve the 
physical plant in the medical rec- 
ords area to allow for direct access 
to service windows. Construction of 
these windows delayed the system 
expansion by 90 days. During this 
time the formal clinic training man- 
uals were prepared and dissemi- 
nated. Numerous staff inservice 
sessions were conducted for those 
persons involved in the program. 
Areas with special requirements 
(i.e. optometry, ophthalmology) 
were again reviewed for applicabil- 
ity of the program. 

The conversion to the total system 
occurred on 1 Feb 1979 in conjunc- 
tion with the newly designed shift in 
patient traffic flow. The Project 
Manager identified a 90-day train- 
ing phase during which time any 
changes to standard operating pro- 
cedures would be carefully scruti- 
nized to determine actual "need to 
change" versus "reaction changes" 
which accompany any systems con- 
version such as this one. A good 
portion of the training phase was 
spent in troubleshooting activities. 
Particular attention was paid to the 
quality of the edit programs as they 
received extensive use on a daily 
basis. 

Since the beginning of the study 
on the outpatient services reporting 



system, the following has occurred. 
Within that period the pilot pro- 
gram was conducted and permanent 
program status approved. Total 
conversion to the data card concept 
will be complete with the addition of 
the NRMC Memphis branch clinic 
to the system. What remains is 
formalization of the following areas: 

• Program costs projected on a 
quarterly/annual basis. 

• Recommended manpower levels 
to allow for the ongoing operation of 
this system. 

• Delineation of the organizational 
branch charged with responsibility 
for the management of this program 
and with all staff teaching associ- 
ated with its operation. 

• Recommended schedules for pro- 
gram evaluation and updating or 
modification. 

In summary, the existence of an 
accurate tool for reporting units of 
service in the military outpatient 
setting seems a foregone fact. But 
even a surface study of the report- 
ing system that exists in many of 
our ambulatory care settings reveals 
numerous inconsistencies and too 
little understanding of the impor- 
tance and implications associated 
with accurate reporting methods. 

The patient data card program 
developed and implemented at 
NRMC Memphis is a "customized" 
one designed to meet the needs of a 
specific setting. But because of the 
fairly wide range of outpatient 
clinics which exist at this facility, it 
should be possible to evaluate this 
system for possible implementation 
at other sites. For persons desiring 
more information about the pro- 
gram, including the specific data 
processing programs, copies of the 
"Outpatient Units of Service Pro- 
gram" are available from the 
Director of Administrative Services, 
NRMC Memphis, Millington, Tenn. 
38054. 



Volume 71, March 1980 



15 



Heroic Rescue at Midway Island 



While the main islands in the 
Hawaiian chain were being brutally 
battered by high winds and rain in 
early January little thought was 
given to what was happening else- 
where around us. 

But on the western most island in 
the Hawaiian chain, tiny, remote 
Midway Island, a life and death 
struggle was unfolding which was 
foremost in the minds of the is- 
land's inhabitants. 

The remote island is normally 
docile and mostly inhabited by the 
infamous, clumsy "Gooney Bird," 
and a handful of human beings who 
share the small and isolated life 
with the birds. Midway became the 
scene of an extraordinary set of 
events which began to unfold the 
afternoon of Wednesday, January 
9th, 

At approximately 12:30 p.m., 
Navy Ocean Systems Technician 
Seaman Apprentice Paul Daniel 
Dubos was riding on the back of the 
station's fire department truck. This 
is something that goes on each day 
around the small naval facility, but 
this day was to be different. 

While turning a corner, at a rela- 
tively slow speed, approximately 10 
miles per hour, Dubos lost his grip 
on the safety rail and slipped off the 
turning truck and struck his head on 
the asphalt pavement. 

At the same time, another set of 
events were unfolding around Mid- 
way Island, much the same as it was 
on the other islands in the area. A 
"killer storm," with its relentless 
winds and wildly heavy rains was 
descending upon the inhabitants of 
this small tropical island. 

The fury of the storm, in the 
minds of the Midway Islanders, was 
layed aside as Dubos suddenly be- 
came the center of a frantic set of 



events beginning with the attempt 
to move him from Midway Island to 
the Tripler Army Medical Center on 
Oahu. 

During the normal routine, this 
would have been just another rou- 
tine medical evacuation, but with 
the SO-knot wind storm, it was just 
the reverse. 

It readily became apparent to the 
only medical officer on the island, 
LCDR Donald Bliss, who just hap- 
pened to be on a two-week tour of 
duty from the Navy Regional Medi- 
cal Center at Pearl Harbor, that he 
would have to be the one to treat 
Dubos, who was now in very critical 
condition, suffering from a massive 
skull fracture and had pressure 
building in his skull. 

As the storm began to dump all 
its fury on Midway, Dr. Bliss, 
with the help of the station's den- 
tist, Navy LT George McQueen, be- 
gan to check into the availability of 
surgical instruments at the station. 

Now in constant contact with the 
neurosurgeon at Tripler Hospital, 
the patient and the pitifully small 
amount of equipment were made 
ready. With only one size surgical 
drill at hand, no operating room or 
trained personnel who had done 
this type of operation, McQueen, 
with the help of the station's corps- 
men, nurse, and chaplain, prepared 
Dubos for the operation. 

Dr. Bliss, an internist, had never 
attempted such an operation but 
said, "I had to do it or he would 
have died right here." 

The patient was unconscious but 
still moving around as they started 
the operation, "With no general 
anesthesia available, I used a local 
and had the corpsmen, nurse, and 
chaplain hold Dubos down." 

With the instructions from the 



doctor at Tripler Hospital, Dr. Bliss 
began to drill into the patient's skull 
to relieve the pressure. 

With the pressure relieved and 
the patient still, but barely alive, 
the immediate matter at hand be- 
came the problem of moving the 
patient off the island for more spe- 
cialized medical care. 

The problem was compounded 
not only by the harsh weather but 
the lack of electricity on the small 
and only runway. The storm had 
taken its toll and made it apparently 
unusable. 

Now the small air station was 
being battered by 40- to 50-knot 
cross winds and heavy sheets of rain 
which made it virtually impossible 
for any pilot to land an airplane in 
that weather. 

The Air Force, with a medical 
evacuation team aboard a C-141 air- 
craft, attempted to fly to the rescue 
but was unable to because of pre- 
vailing weather conditions in the 
area. 

Then the Coast Guard volun- 
teered to try to reach Midway Island 
in a smaller C-130 cargo plane, 
which can land on shorter runways. 
The plane, from the Coast Guard 
Base at Barbers Point, Oahu, flown 
by Coast Guard LCDR Kyles Jones 
with an Air Force medical team 
aboard, then attempted the mis- 
sion. 

While this was going on, the pa- 
tient, still in critical condition, was 
hanging on by a thin thread, con- 
stantly being treated by the sta- 
tion's medical team. 

This attempt by the Coast Guard 
crew to get the gravely injured 
sailor to safety began, "what to 
many seemed like a scene out of 
the television series 'McHale's 
Navy,"* LCDR Jay R. "Ron" 
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A Coast Guard C-130 with an Air Force medical team aboard succeeded in 
evacuating Dubos from storm-battered Midway. 



Wilson, the commanding officer of 
the Midway Naval Facility said. 

"Being the only qualified pilot on 
the island, I immediately knew it 
would be impossible for anyone to 
land an aircraft on our small runway 
without the aid of landing lights and 
with violent rain and winds pelting 
the station. 

"We, and when I say we, 1 mean 
more than 100 other persons on the 
station began to set up lights near 
the runway the best we could. This 
was coordinated with the help of the 
operations officer of the Naval Air 
Facility, LCDR John Watson. 

"We used the skipper's sedan, 
my van, cars, trucks, Dempster 
dumpster trucks and even road 
graders as runway lights for the 
plane. I mean, we used everything 
that had headlights. 1 spent most of 
the time in the small control tower 
talking to the Coast Guard pilot, try- 
ing to explain what we were at- 
tempting to do, and keep the pilot 
apprised of our conditions here. 



"It seems a bit crazy now, when I 
think about it, using vehicles for 
lights, but what could we do under 
the circumstances? We had to get 
Dubos off the island or he would 
surely die right here," Watson said. 

When the aircraft was approxi- 
mately 90 minutes away, Watson 
assembled all the people and set out 
their plan for lighting the runway. 

When the plane was approxi- 
mately 60 minutes out, all the 
vehicles were lined up alongside the 
smaller runway, motors running 
and handbrakes set. The men in the 
vehicles sat — waiting. 

With the plane 30 minutes out, 
the men turned on the lights, 
checked the vehicles' handbrakes 
and "got the hell out of there." 

It all seemed to work as the pilot 
set the huge airplane smoothly 
down on his first pass. The men 
then clambered aboard their vehi- 
cles and turned off the lights, so as 
not to blind the pilot as he turned 
his aircraft around on the runway. 



In what seemed like a super- 
human chain of events only seen in 
Hollywood creations, the station's 
crewmembers abandoned their 
vehicles and proceeded with the job 
at hand. 

In a short but agonizing 75 min- 
utes, the crewmen refueled the 
plane, loaded the gravely ill Dubos, 
and got the plane back in the air. 
From the time of the accident on 
Wednesday afternoon, it wasn't 
until shortly after midnight Friday 
morning that the injured Dubos was 
airlifted off the tiny storm-battered 
island. 

Wilson, reluctant to boast about 
his leadership and ingenuity during 
the life and death struggle, which 
began with an apparently innocent 
ride on a fire truck, had the utmost 
praise for Dr. Bliss, Dr. McQueen, 
and the staff of corpsmen assigned 
to Midway. 

"We didn't do much; they saved 
the kid's life, not us." 

The plane was now safely on its 
way to Oahu to begin another life- 
or-death struggle for young Dubos 
at Tripler Hospital. The naval facil- 
ity's crewmen began the task of re- 
turning the vehicles and cleaning up 
after the storm. 

Back at Barbers Point, the Coast 
Guard pilot LCDR Jones quipped 
about the Midway landing and the 
makeshift landing lights. "I made a 
routine one-pass landing because of 
the winds and rain. After landing 
and leaving the aircraft, I saw what 
I had landed on — tree stumps all 
over the place." 

The "Gooneys" are still there on 
Midway, flying erratically around 
the island, oblivious to what hap- 
pened to their human islanders 
during those 40 some-odd-hours 
trying to save the life of a shipmate. 

Ed. note: Seaman Dubos re- 
sponded to treatment at Tripler and 
is expected to make a complete re- 
covery. 

—Story by JOC Jay M. Davidson, USN 
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Changing Times Focus Attention on 
Medicine in the Workplace 

Increasing use of industrial chemicals, additives, and 
new compounds underlines the importance of preventive 
medicine at the workplace as well as in the home 

Susan V. Lawrence 



In one sense, every primary care 
physician practices occupational 
medicine — whether he or she treats 
the ulcers of a company president 
sweating out a merger, the lead 
poisoning of a woman who makes 
stained glass windows, or the as- 
bestosis of a man who has fixed 
brake linings for 35 years. In 
another sense, occupational medi- 
cine is a highly technical, special- 
ized field requiring extensive knowl- 
edge of toxicology, epidemiology, 
and preventive and public health, as 
well as familiarity with a raft of 
Federal and State laws and regula- 
tions. Since the passage of the 
Occupational Safety and Health Act 
in 1970, these have mushroomed to 
the point where nearly every busi- 
ness in the country can expect to be 
affected by the standards and re- 
quirements concerning occupational 
health and safety. 

The demand for expertise in oc- 
cupational health is skyrocketing as 
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a result, and is likely to affect the 
practice of medicine in general as 
well as the long-ignored field of 
occupational medicine. Although 
most large industries have had in- 
house medical departments for 
years, many employing a number of 
physicians, industrial hygienists, 
occupational health nurses, and the 
like, the smaller companies that 
cannot afford these measures must 
now look elsewhere for help in com- 
plying with proliferating Federal 
regulations. 

At the same time, the press and 
the public are more concerned than 
ever before about the hazards posed 
by a seemingly endless list of sub- 
stances. All physicians can expect 
to hear more questions from their 
patients on the dangers of poly- 
chlorinated biphenyls and Kepone, 
vinyl chloride or lacquer, benzene, 
asbestos, heavy metals, fibers, and 
dusts of every description. The 
perils of these substances are re- 
counted in front-page news stories 
and often the effects are found to 
extend far beyond the boundaries of 
the workplace — radon gas in the 



basements of homes built on radio- 
active tailings in Colorado, the 
Kepone disaster in Hopewell, Va., 
the horrors at Love Canal and the 
Hooker Chemical and Plastics Com- 
pany's toxic chemicals dumping 
sites, the recent railroad accidents 
in which carloads of toxic gases 
were released into the atmosphere. 
Carcinogenic and mutagenic are be- 
coming common adjectives, while 
the Federal Government is labori- 
ously setting up the apparatus to 
establish maximum exposure stan- 
dards for everything from noise to 
beryllium, creating 30- and 40-year 
monitoring and surveillance pro- 
grams, and developing ways to en- 
force new laws and regulations — 
the mission of the Occupational 
Safety and Health Administration 
(OSHA), and the beleaguered Na- 
tional Institute of Occupational 
Safety and Health (NIOSH). 

Some of the changes in the field 
of occupational medicine were in 
evidence this year at the American 
Occupational Health Conference. 
Members of the American Occupa- 
tional Medical Association — many 
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of them full-time industry medical 
directors, and others part-time con- 
sultants or simply physicians with 
an interest in the area — heard from 
speakers who probably would not 
have been on the podium a few 
years back. Opening the session, for 
example, were two reporters- 
Lawrence K. Altman, a medical cor- 
respondent for the New York Times 
and himself a physician, and Gers- 
hon Fishbein, editor of the Wash- 
ington-based Occupational Safety 
and Health Letter and the Environ- 
mental Health Letter. 

At last year's opening session, 
speakers included Robert B. Hun- 
ter, M.D., chairman of the AMA's 
board of trustees, and Mitchell R. 
Zavon, M.D., corporate medical 
director of the Hooker Chemical and 
Plastics Corporation. 

This year, Dr. Altman gave a 
brief history of the relationship be- 
tween the press and medicine and 
urged his listeners to make greater 
efforts to explain what they do to 
the public at large. Mr. Fishbein 
spoke directly to industry when he 
pointed out that news stories about 
occupational safety and health is- 
sues often come from the govern- 
ment or such organizations as the 
Health Research Group (headed by 
Sidney Wolfe, M.D.) because indus- 
try spokesmen and physicians re- 
fuse to comment or provide their 
side of the story. 

Yet another sign of changing 
times was the presence of Albin J. 
Gruhn, president of the California 
Labor Federation, AFL-CIO, on the 
program. AOMA president Robert 
Hockwald, FACP, told Forum this 
was the first time a representative 
from organized labor had accepted 
an invitation to address the orga- 
nization. Some of Gruhn 's com- 
ments did not sit well with some 
members of the audience — not sur- 
prisingly. For example: "There is 



an attitude among too many pre- 
sent-day occupational physicians 
and other doctors who work part- 
time for a private employer to re- 
gard themselves as part of the 
industry team instead of as physi- 
cians dedicated to dealing with the 
needs of their patients, regardless 
of the effect on their employer." 
This assertion has been made 
before, and industry-based physi- 
cians deny it by citing AOMA's 
code of ethics which prohibits 
"allowing their medical judgment 
to be influenced by any conflict of 
interest." They also say adequate 
safeguards are built into their pro- 
grams to protect workers' interests 
and protect confidentiality, while 
allowing physicians the inside view 
of industry they need to do their 
jobs. 

Gruhn also called for immediate 
passage of comprehensive national 
health insurance, for changes that 
would allow all workers to be "pro- 
vided with periodic checkups and 
full medical information from doc- 
tors of their own choosing, not just 
those on the company payrolls," as 
well as treatment from their own 
physicians for job-related illness, 
injury, or disability, and for ac- 
ceptance of a new regulation that 
would give access to company medi- 
cal records not only to workers, but 
also their "designated representa- 
tives," such as unions, as well as 
OSHA and NIOSH. Some in indus- 
try oppose this regulation because 
they think it would weaken doctor- 
patient relationships and pose ad- 
ministrative burdens on industry. 

However, Gruhn also devoted 
much of his address to discussing 
the current need for more occupa- 
tional physicians, more training op- 
portunities, and earlier diagnosis 
and treatment of work-related ill- 
ness — issues his audience was not 
likely to argue about. 



The manpower situation is fast 
becoming critical. Gruhn pointed 
out that in the five-year period be- 
tween 1970 and 1975, only 17 physi- 
cians finished occupational medi- 
cine residency programs and cited 
another survey indicating that about 
70 percent of occupational physi- 
cians are over age 50, and fewer 
than 100 in the country are younger 
than 35. 

The same points were made by 
Dr. Hockwald, who is the medical 
director of Pacific Telephone Co., 
and Duane Block, M.D., medical 
director of Ford Motor Co., during 
interviews with Forum. They ob- 
served that only about 800 physi- 
cians are Board-certified in occupa- 
tional medicine, most of them 
employed by large corporations or 
affiliated with universities. Perhaps 
4,000 or so physicians have some 
interest and expertise in the area — 
many of them internists, Dr. Hock- 
wald says, although originally most 
of those who went into occupational 
medicine were surgeons called in to 
deal with on-the-job accidents. 

The AOMA and the Academy of 
Occupational Medicine are working 
to improve communication with 
labor, with the public, and with the 
general medical community as well 
as expanding continuing education 
efforts for physicians in the field. 
Efforts are also underway to de- 
velop appropriate training pro- 
grams for physicians who want to 
enter occupational medicine in mid- 
career. 

Better communications with the 
"outside world" were also stressed 
by Paul Kotin, M.D., senior vice 
president for health, safety, and 
environment for the Johns-Manville 
Corp. Dr. Kotin, who has a good 
deal of first-hand experience with 
the asbestos controversy, said that 
common goals — safety and the pro- 
tection of the health of the workers 
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— often get lost in controversies 
between industry, government, 
labor, and public interest groups. 

"We all need to work together to 
determine what scientific data we 
have and what we need, and what 
we can determine from it. Once in- 
formation has been gathered and 
categorized, we might be able to 
reach a consensus." Dr. Kotin pro- 
posed dealing with controversial 
issues by means of an arbitration 
panel system. Such panels would 
include "scientists, jurists, sociolo- 
gists, economists, and ethicists" as 
"an effective mechanism for blend- 
ing science and public policy." 
With a system of this type, Dr. 
Kotin said, "I think we could free 
ourselves from the restrictions im- 
posed by reacting to crises." 

An example of formal training 
opportunities in the area is the mini- 
residency program being offered by 
the University of Cincinnati Medical 
Center, through its Institute of 
Environmental Health, which in- 
cludes a three-week course on the 
campus followed by short training 
sessions twice a year for the next 
two years. NIOSH also supports 
training in occupational medicine 
through its educational resource 
centers, of which 11 are operating at 
universities around the country. 
(Another will be established soon.) 
The centers are to be funded at an 
annual level of about $1 million, and 
must offer training in occupational 
medicine, occupational health 
nursing, industrial hygiene and 
safety, and continuing education for 
professionals in the field. Such an 
effort is badly needed: only seven 
universities offered accredited two- 
year occupational medicine resi- 
dency programs in 1977-1978, and 
fewer than 30 physicians are ex- 
pected to graduate from the pro- 
grams this year. 

Clearly, the new programs will 
help, but not solve, the need for 
physician expertise in occupational 



medicine and health. Anthony Rob- 
bins, M.D., director of NIOSH, says 
he hopes the programs will begin to 
attract young physicians — but he 
also hopes the general medical 
community will begin to get inter- 
ested in the area. Records from 
many practicing physicians might 
be useful for doing case-control 
studies, he suggested. 

Practicing physicians, in Dr. 
Robbins' view, have a key role in 
educating people about preventive 
health and the importance of early 
detection and disease prevention. 
They can educate their patients on 
a one-to-one basis. "Physicians are 
in a better position to do that than 
anyone — they do it all the time, 
telling their patients about the risks 
of smoking, hypertension, obe- 
sity ..." Dr. Robbins said. 

Dr. Hockwald told Forum that he 
hopes physicians in the community 
will become more aware of the re- 
sources of industrial medical de- 
partments. After all, large corpora- 
tions offer extensive medical bene- 
fits and have many in-house educa- 
tion, prevention, and counseling 
programs. Diabetes and hyperten- 
sion monitoring can be done in the 
workplace, sometimes with better 
results than when done outside, he 
pointed out. Industry medical de- 
partments have expertise in reha- 
bilitation and counseling. And oc- 
cupational medicine experts can do 
much to increase other physicians' 
awareness of occupational diseases 
and symptoms of exposure to 
hazardous substances or conditions. 

All in all, as Linda Clever, M.D., 
points out, "A person's work is an 
important part of his or her health. 
Internists are oriented toward 
bodies, and the good ones know 
something about the soul. They ask 
about family, about where their pa- 
tients live; they know that socio- 
economic concerns affect health. 
But very few know anything at all 
about the workplace. Very few have 



ever made a 'work call' or a 'com- 
pany call.' " 

For that reason, the physician 
may be unaware of how a person's 
work may be affecting his or her 
health, unaware of conditions that 
range from psychological stress to 
physical risks.* "Take, for exam- 
ple, bridge painters and ironwork- 
ers," said Dr. Clever, who heads 
the occupational medicine depart- 
ment at Pacific Medical Center in 
San Francisco — home, of course, of 
the Golden Gate Bridge. "I don't 
know whether an internist would 
necessarily think about the expo- 
sure to sand that comes from sand- 
blasting off old paint, or the expo- 
sure to lead that comes from using 
lead-based paint. And I'll bet they 
don't know that these workers are 
concerned about possible suicides 
because they are afraid they might 
fall off the bridge trying to save 
them. This stress is a part of their 
job. 

"The point is, if you don't know 
the territory, you don't know what 
questions to ask for full informa- 
tion," Dr. Clever added. 

Despite substantial differences in 
position, it seems clear enough at 
this point that almost everyone — 
industry physicians, consultants, 
academics, labor representatives, 
public interest advocates, the press, 
and the public — agrees the time has 
come for all physicians to become 
more aware of the multitudinous 
hazards that exist in the workplace 
and the rest of the environment and 
to develop better ways of recog- 
nizing and dealing with them. After 
all, almost everyone works for a 
living. 



*Sueh effects are documented in various 
government and union publications, for in- 
stance Help for the Working Wounded, by 
Thomas F. Mancuso, M.D., that was pub- 
lished in 1976 by the International Associa- 
tion of Machinists and Aerospace Workers. 
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NOTES & ANNOUNCEMENTS 



NAVY GRADUATE MEDICAL EDUCATION 

SAC XI has completed deliberations for over 630 ap- 
plicants for Navy Graduate Medical Education. The 
statistical data will be published in a later issue of U.S. 
Navy Medicine. 

All medical officers interested in applying for Navy 
Graduate Medical Education Training beginning July 
1981 should begin their application process as soon as 
possible to prevent unnecessary delays in administra- 
tive procedures. 

BUMEDINST 1520. 10G dated May 1976 presents 
proper application procedure. 

Those who have previously applied for training and 
have information on File at the Bureau of Medicine and 
Surgery may state this in their application. (Dean's 
letter, transcript, etc.) under item 3. 

It is anticipated that all medical officers in opera- 
tional assignments will receive BUMED Notice 1520 
announcing Graduate Medical Education availability by 
1 May 1980; however, if information is presently avail- 
able to you, an early application is encouraged. The 
deadline for application will be 15 Aug 1980. Applica- 
tions received after this date will be difficult to com- 
plete in time for the Specialty Advisory Committee 
which will convene in September 1980. 

Information on Navy GME for 1981 may be obtained 
by writing to: Commanding Officer, Nava! Health 
Sciences Education and Training Command, Attn: 
Code 4, National Naval Medical Center, Bethesda, Md. 
20014. Telephone: Autovon 295-0648, Commercial 
(202) 295-0624. 



AUDIOVISUALS FOR CONTACT-POINT 
COMMUNICATIONS 

The Naval Health Sciences Education and Training 
Command (HSETC) has acquired two videotape pro- 
ductions from the Army Academy of Health Sciences 
(AHS) for use in contact-point interaction training: 

Make Life a little Easier (T519) — deals with the pro- 
vider and consumer in the outpatient setting. Copies of 
this videotape have been distributed to all Navy Medi- 
cal Department film libraries. 

Just a Person in Your World (T518) — addresses a pa- 
tient's perception of the total care received during a 
prolonged hospitalization. This 50-minute presentation 
is highly recommended for people involved in providing 



inpatient health care services. A limited number of 
copies of this videotape is available on loan from: Au- 
diovisual Resources Branch (Code 221), Naval Health 
Sciences Education and Training Command, National 
Naval Medical Center, Bethesda, Md. 20014. Tele- 
phone: Autovon 295-1226, Commercial (202) 295-1226. 



OBSTETRICS AND GYNECOLOGY MEETING 

The 29th annual Armed Forces Seminar on Obste- 
trics and Gynecology and the 19th annual meeting of 
the Armed Forces District of the American College of 
Obstetricians and Gynecologists will be held 5-10 Oct 
1980 at the Sheraton Twin Towers Hotel, Orlando, Fla., 
in conjunction with the recently created Armed Forces 
District of the Nursing Association of the American 
College of Obstetricians and Gynecologists. 

Postgraduate courses for physicians are planned in 
oncology/pathology, endocrinology/infertility, mater- 
nal fetal medicine, women in the work place, genetics, 
and audiovisual arts. Four postgraduate courses for 
nurse practitioners are slated in adolescent obstetrics, 
adolescent gynecology, current trends in obstetrics, 
and a neonatal update. 

Nurse and Medical Corps officers are encouraged to 
submit scientific papers for presentation. Deadline 
dates for submission of papers will be 1 May 1980 for 
abstracts and 1 July 1980 for completed manuscripts. 

For further information or addition to the mailing list, 
please call (804) 398-5074 or write: CAPT M. Labudo- 
vich, MC, USN, Program Chairman, AFD-ACOG '80, 
Chairman, Department of Ob-Gyn, Naval Regional 
Medical Center, Portsmouth, Va. 23708. 



MASTERS DEGREE IN RADIOBIOLOGY 

In the January issue of U.S. Navy Medicine, the pay- 
back time for medical officers in an outservice program 
in Radiobiology was in error. 

BUMEDINST 1520.7F requires a payback time of 
three years for the first year and one for one for each 
year or portion thereof after the first year for any out- 
service graduate education program. This obligation for 
graduate education applies regardless of Corps. 

The two-year obligation is correct for physicians if 
the program in Radiobiology is taken as an integral part 
of a residency training program. 
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Scoliosis Screening — 

The Camp Lejeune Experience 



CDR Felix R. Tormes, MC, USN 



Reminding us of our obligations to preventive medicine 
and public health, Henry Sigerist, the noted medical 
historian, wrote in 1951, "We must always keep in 
mind that medicine is not a natural science, either pure 
or applied. Methods of science are used all the time in 
combating disease but medicine itself belongs much 
more to the realm of Social Sciences because the goal is 
social. Medicine, by promoting health and preventing 
illness, endeavors to keep individuals adjusted to their 
environment as useful and contented members of 
society. "(1) 

In the orthopedic community, this "social responsi- 
bility" can be discharged with immense benefit 
through the early detection of potentially crippling de- 
formities which, treated early, present minimal mor- 
bidity to the patient. Two common orthopedic condi- 
tions stand out among others as eminently treatable in 
their early stages, congenital dislocation of the hip and 
idiopathic scoliosis. Although we can now offer pre- 
dictable surgical procedures in the treatment of the late 
sequelae of both conditions, an open reduction of a 
congenitally dislocated hip and a spinal fusion for 
idiopathic scoliosis must be viewed, in the epidemio- 
logical sense, as failures in preventive medicine. 

In these days of fiscal constraints, however, public 
health measures are often defined in terms of cost ef- 
fectiveness. In our own situation, with ever diminishing 
physician manpower, these same measures must also 
be time effective. The premise of this presentation is to 
suggest that scoliosis screening, which offers the 
potential for prevention of severe disability, can be 
accomplished with a very reasonable expenditure of 
physician time. 



Dr. Tormes is an orthopedic surgeon at NRMC Camp Lejeune, 
N.C. 28542, 



Methodology and Findings 

The Camp Lejeune dependent school system consists 
of high school, junior high, and five elementary schools 
which are separate and distinct from the civilian public 
school system. Spinal screening had never before been 
conducted in these schools. In accordance with scoliosis 
procedures recommended by the Scoliosis Research 
Society, (J) 1,275 children, grades 5 through 10 in four 
of the schools, were screened. 

The program was begun by initially holding a one- 
hour slide presentation for the school nurses of each of 
the four schools detailing the nature of scoliosis and 
concentrating on the screening examination of children 
and demonstrating the physical findings in a volunteer 
patient with known scoliosis. Letters were then sent to 
parents of children in the involved grades explaining 
the screening program and asking them to respond if 
they objected to scoliosis screening in their child. 
School nurses then screened the children at their re- 
spective schools. Because of the large number of 
children (approximately 130) identified at the initial 
nurse's examination as having abnormalities, a physi- 
cian came to the schools and rescreened those students. 
This was done in order to avoid unnecessary referral to 
the orthopedic clinic. As with other screening pro- 
grams, as the nurses became more proficient with 
scoliosis detection, fewer patients were sent for second- 
ary screening. 

Only 23 (1.8 percent of the population sampled) 
children with clinical evidence of scoliosis suspected by 
the physician were referred to the orthopedic clinic 
where they were re-examined in more detail in the 
presence of their parents. Only children with anomalies 
suspected by the physician were referred for radiologi- 
cal evaluation, keeping the number of x-ray requests to 
a minimum. 
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Fourteen children (1.1 percent) were identified as 
having significant scoliosis (greater than five degrees). 
Curves smaller than five degrees were ascribed as 
posturing if no bony congenital anomalies were noted 
even if the physical examination was abnormal. A 
scoliosis incidence of 1.1 percent is close to the indi- 
dence described by Lonstein(2) of 1.2 percent of 3,076 
children screened in the Minnesota schools in 1975- 
1976 and is also in the same range as that given by 
Wynn-Davies of 1.3 percent incidence of early onset 
scoliosis in 11,087 Edinburgh children in her classic 
study. (5) These figures suggest that probably every 
child with clinical evidence of scoliosis was detected 
and lend validity to the concept that scoliosis screening 
can be taught in a one-hour session to school nurses. 

Table 1 lists physician-time expenditure involved in 
the screening. Only one physician was involved in the 
screening. Since 14 children were identified with signif- 
icant curves and a total of nine hours of physician-time 
was expended on the program, the time cost to identify 
a given child with a significant scoliosis curve was 38.6 
minutes. 

Thirty-eight minutes per patient per year seems a 
justifiable time expenditure to identify the patient with 
early scoliosis when one considers that a group of 1,275 
children can be effectively screened with the equivalent 
of two clinic days per year. The expenditure seems even 
more reasonable when one considers the time and cost 



TABLE 1. Physici an -Time Expenditure 

Presentation to school nurses 1 hr 

Secondary screening at four schools 1.25 hr 

Telephone coordination 0.75 hr 

Exam of 23 children (in-hospital) 4 hr 

Discussion with parents of 14 children 2 hr 

Total 9 hr 

Physician time expended to identify a given child with 
significant scoliosis 38 min. 



TABLE 2 



Patient 


Age 


Sex 


Curve (degrees) 


1. D.L. 


9 


F 


14 


2. M.W. 


10 


F 


10 


3. P.P. 


14 


M 


23 


4. R.C. 


10 


M 


10 


5. P.B. 


10 


F 


5 


6. C.C. 


12 


F 


17 


7. S.D. 


15 


F 


8 


8. J.P. 


16 


F 


7 


9. L.S. 


15 


F 


10 


10. B.S. 


11 


F 


6 


11. M.T. 


11 


F 


8 


12. M.B. 


11 


F 


9 


13. S.S. 


11 


F 


6 


14. L.J. 


12 


F 


16 



of scoliosis treatment which may progress to operative 
stage. 

Screening a population of 1,275 children would be 
prohibitive in terms of physician-hours without school 
nurses and a social services coordinator for the school 
system. Although their time input was not recorded, 
this was not considered a limiting factcr, since school 
nurses and a social services coordinator were already 
employed by the schools. The involvement of school 
nurses, nevertheless, was a sine qua non, and their 
help is setting appointments and in handling the 
logistics of the program was indispensable. A handbook 
by the Scoliosis Research Society (J) entitled Spinal 
Screening Program Handbook prepared with grant 
support from Merck, Sharp and Dohme was also in- 
valuable as a guide in the initation of a screening pro- 
gram. 

Table 2 lists the cases detected by age, sex, and 
degree of curve. It can be seen that almost all the 
curves detected were small, with only one exceeding 20 
degrees. The natural history of scoliosis curves of this 
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More advanced curve in a 12-year-old female without an iliac Most advanced curve detected in the program in a 14-and- 
apophsis. Statistically, this curve is more apt to progress in one-half-year-old male. At this age, proper orthotic manage- 
girls than boys. ment will most likely arrest progression. 



small magnitude is conjectural and only observation is 
generally indicated if the curve is idiopathic. The 
available data on these early curves suggest that the 
mild curves, which are often equally distributed among 
boys and girls, are often benign in boys, but may well 
progress in girls. (4) In this program, 12 of the 14 curves 
detected were in girls and all warrant followup. There is 
hard epidemiological data, however, suggesting that 
0.3 percent of all cases will require active treatment, 
involving bracing or surgery. (2) The value of scoliosis 
screening is in the early identification of the patient 
with a potentially progressive curve at a time when only 
orthotic management is definitive and surgery general- 
ly avoidable. In patients with congenital curves, the 
detection of an associated anomaly is an added benefit. 
Scoliosis screening, a proven effective method of 
detecting spinal anomalies in their early stages, makes 
sense, and can be conducted with a very reasonable 



expenditure of physician's time. In naval regional 
medical centers such as ours, with an independent 
school system, screening can be effectively performed 
with minimal intrusion into an orthopedic clinic's 
schedule. The benefits of screening can still be made 
available to our health care recipients in an era of 
diminishing physician resources. 
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district m edkal and dental officers: commanding officers: executive officers: direc- 
tors of administrative services: directors of clinical services: chief nurses of Medical 
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CTNCPACFLT/CINCPAClADDU) RADMD.E. BROWN, JR., MC, USN 

C1NCPACFLT CAPT N.D. WILK1E. DC. USN (ADDU) 

AOCAPTC. WIMBERLY. MSC, USN 

CINCLANTFLT/C1NCLANT (ADDU) RADM J.R. LUKAS. MC, USN 

CINCLANT/CINCLANTFLT/CINCWESTLANT RADM J.B- HOLMES, DC, USN 

CINCLANTFLT AO CDR B. OZMENT, MSC. USN 

SACLANT AO CDR W. BRANSCUM. MSC. USN 

CINCU5NAVEUR CAPT A.P. BELMONT. MC, USN (ADDU) 

CAPT R.P. MORSE. DC. USN ( ADDUI 

COMNAVFORJAPAN CAPT B.L. JOHNSON, MC, USN (ADDU) 

CAPT E.T. WITTE, DC. USN (ADDU) 

COMNAVLOGPAC RADM D.E. BROWN, JR., MC, USN (ADDU) 

AOCDRC.A. ROPER, MSC, USN 

COMNA VAIRLANT CAPT D.J, LETOURNEAU. MC, USN 

CAPT K.F. BATENHOR5T. DC, USN (ADDU) 

COMNAVAIRPAC CAPTF.E. DULLY. MC. USN 

CAPT A.L. DAVY. DC. USN (ADDU) 
AO LCDR C. SCHMUTZ. MSC. USN 

COMSUBLANT CAPT B.J- BLANKENSHIP. MC. USN 

COMSUBFAC CAPT W.C. M1LROY, MC, USN 

CAPT N.D. WILKIE. DC. USN (ADDU) 

CNTECHTRA (NAS MEMPHIS. TN) CAPT C. W. BRAMLETT, MC. USN (ADDU) 

CAPT D.G. GARUER, DC, USN (ADDU) 

CNATRA (NAS CORPUS CHRISTI.TX) CAPTT.J. TRUMBLE. MC. USN (ADDU) 



COMNAVSUKFLANT . 



CAPTW.M. PHILLIPS. MC, USN 

CAPT J. P. WILLIAMS, DC, USN (ADDU) 

COMNA VSURFPAC CAPT D.C. GOOD, MC, USN 

CAPT R.E. THOMAS. DC, USN (ADDU) 
AO LCDR R.W. BARNH1LL. MSC, USN 

COMNA VFORCARIB/COMANTDEFCOM CAPT P.C. GREGG. MC, USN (ADDU) 

CAPT D.E. BARLOW, DC. USN (ADDU) 

COMFAIRMED CAPT J. A. MCKLNNON. DC. USN (ADDU) 

COMTRAWING4 CAPT A.D. SORENSON. DC. USN (ADDU) 



FOURTH ISAVAL DISTRICT 



NAVREGMEDCL1NIC, PORTSMOUTH, NH . 



DMO CAPT R.E. TOBEY. MC. USN I ADDU) 
DDO CAPT A.F. REID, DC, USN (ADDU) 
AOLTJ.N. GALL1S. MSC. USN (ADDUI 

CO CDR D.W. REEVES. MSC, USN 
XO LCDRR. RELINSKI. MSC, USN 
SR NURSE CDR M. BRAXMAN. NC, USN 



NAVREGMEDCEN. NEWPORT, HI. 



NAVREGDENCEN. NEWPORT. RI 



NAVSUBMEDCEN, NEW LONDON, CT. 



NAVSUBMEDRSCHLAB. NEW LONDON. CT. 
NAVREGMEDCEN. PHILADELPHIA. PA 



NAVREGDENCEN, PHILADELPHIA, PA 

NAVMEDMATSUPPCOM, PHILADELPHIA. PA. 

FIFTH NAVAL DISTRICT 

NAVREGMEDCEN. PORTSMOUTH, VA 



NAVAL SCHOOL OF HEALTH SCIENCES DET. 
PORTSMOUTH. VA 



NAVREGDENCEN, NORFOLK. VA. 



COCAPTN.R. RAFFAELLY, MC, USN 
DCS CAPTR.T, IARSEN. MC, USN 
DAS CDR N.K. OWENS. MSC. USN 
CH NURSE CAPT P. ELSASS. NC. USN 

COCAPTW.A. PETERSON, DC. USN 

DCS CAPT R.B. ANN1S. DC. USN 

DAS LT J.C. WANAMAKER, MSC, USN 

CO CAPT L.H. SEATON. MC, USN 

DCS CAPT R.B. JOHNSON, MC, USN 

DAS LCDR M.S. DUNY, MSC. USN 

CH NURSE CAPT N. LUNDQUIST, NC. USN 

CDR R.A. MARGULIES. MC. USN 

CO CAPT R.E. TOBEY. MC, USN 
DCS CDR CT. CLOUTIER. MC. USN 
DAS CAPT H.S. RUDOLPH. MSC, USN 
CH NURSE CAPT C. SHEA, NC, USN 

CO CAPT A.F. REID, DC, USN 

DCS CAPT H.E. FREEBURN.JR.. DC, USN 

DAS LT O.J. SANTORE, JR., MSC, USN 

CO CAPT 0. STALLINGS. MSC, USN 



DMO RADM G.E. GORSUCH, MC. USN (ADDU) 

DIR DENACTYS RADM J.B. HOLMES. DC. USN (ADDU) 

CO RADM G.E. GORSUCH, MC, USN 

DCS CAPT J.N. RIZZI. MC. USN 

DAS CAPT D.E. SHULER. MSC, USN 

CH NURSE CAPT M.J. NIELUBOWICZ, NC, USN 



01CCAPTB.A. MCKAY. NC. USN 
AOI.TG. MLJRPHREE. MSC. USN 

CO RADM J.B. HOLMES. DC, USN 

DCS CAPT A. HERR, DC, USN 

DAS CDRC.A. WESOLOWSKI. MSC. USN 



NAVAL BASE, NORFOLK, VA RADM J.B. HOLMES. DC, USN (ADDU) 



NAVAL OPHTHALMIC SUPPORT & TRAINING 
ACT. YORKTOWN. VA 



NAVHOSP. CHERRY POINT, NC . 



NAVREGMEDCEN, CAMP LEJEUNE, NC . 



NAVREGDENCEN, CAMP LEJEUNE, NC . 



NAVAL ENVIRONMENTAL & PREV MED 
UNIT2, NORFOLK. VA 



NAVAL ENVIRONMENTAL HEALTH CENTER, 
NORFOLK. VA 



SIXTH NAVAL DISTRICT 

NAVREGMEDCEN. CHARLESTON, SC . 



CO CAPT J. G.WILCOX, MSC. USN 

CO CAPT D.E. STILL, MSC. USN 
DCS CDR E.J. WOLSKI. MC, USN 
DAS LCDR J. W. BALDWIN, MSC, USN 
CH NURSE CDR H. H0LBRO0K, NC, USN 

COCAPTJ.L. HUGHES. MC, USN 
DCS CAPT R,R. PALUMBO. MC, USN 
DAS CDR J. E. DEW1TT. MSC. USN 
CH NURSE CAPT E. CARSON. NC. USN 

CO CAPT N.K. LUTHER, DC, USN 
DCS CAPT T.L. WHATLEY. DC. USN 
DAS LCDR R.J. LINDSAY. MSC. USN 



01C CAPT H.J. CANDELA. MC, USN 
AO LT H.T. BROWN, MSC. USN 



CO CAPT J. CARUSO, JR.. MC, USN 

DMO CAPTI.J. WOODSTEIN, MC. USN I ADDU) 
DDO CAPTR.G. GRANGER. DC. USN (ADDU) 

CO CAPT l.J. WOODSTEIN, MC. USN 
DCS CAPT W.L. BRANNON. JR.. MC. USN 
DAS CDR G.M. ELLIS. MSC. USN 
CH NURSE CAPT M. YOUNG. NC, USN 



U.S. NAVREGDENCEN. SUBIC BAY, RP. 



... COCAPTB.F. TAYLOR, DC. USN 
DCS CAPT J.F. LESSIG. DC. USN 
DAS LCDR N.E, CARROLL. MSC, USN 

U.S. NAVMEDRSCHUNIT2. MANILA. RP CO CDR W. SCHROEDER, MSC, USN 



SPAIN 

U.S. NAVHOSP, ROTA . 



CO CAPT .I.E. WILSON, MC. USN 
DSC CAPT A.R. PEARSON, MC, USN 
DAS CDRC.A, HARTMAN, MSC, USN 
CH NURSE CDR B. WEIDT, NC, USN 



HEADQUARTERS MARINE CORPS AND FLEET MARINE FORCE 

HEADQUARTERS. U.S. MARINE CORPS CAPT G.E. G1FF1N III. MC, USN 

CAPT F.R. RULIFFSON. DC, USN 

AO 

HEADQUARTERS, FMF ATLANTIC CAPT H.S. TROSTLE, MC, USN 

FORDO CAPT U.S. DAVISON, DC. USN 
AO LCDR R.F. COXE, MSC, USN 

SECOND MARINE DIVISION SURGEON CAPT R.M. LEHMAN, MC, USN 

SECOND FORCE SERVICE SUPPORT GROUP SECOND DENCO CAPT R.P. FALCONE, DC, USN 

SECOND FORCE SERVICE SUPPORT GROUP 22ND DENCO FORTRPS CAPT J.S. KITZMILLER. DC, USN 

SECOND MARINE AIRCRAFT WING CAPT D.S. ANGELO. MC, USN 

SECOND FORCE SERVICE SUPPORT GROUP 12TH DENCO CAPT D.T. FENNER, JR., DC. USN 

HEADQUARTERS. FMF PACIFIC CAPT R.W. JONES, MC, USN 

FORDO CAPT P.C. ALEXANDER, DC. USN 
AOCAPTL.W. GAY. MSC. USN 

FIRST MARINE DIVISION CAPT R.C. HODGES. MSC, USN 

FIRST FORCE SERVICE SUPPORT GROUP FIRST DENCO CAPT J. D. MAHONEY, DC, USN 

FIRST MARINE AIRCRAFT WING CAPT J. W. BROUGH. MC. USN 

THIRD FORCE SERVICE SUPPORT GROUP 
(DETA) 11TH DENCO CAPTC.R. DIEM. DC, USN 

FIRST MARINEBRIGADE CDR M.O, ABBOTT. MC. USN 

21ST DENCO CAPT L.M. MULDROW. JR.. DC, USN 
AO LTLOCHHART. MSC. USN 

THIRD MARINE DIVISION SURGEON CDR A.M. DRAKE. MC, USN 

THIRD FORCE SERVICE SUPPORT GROUP THIRD DENCO CAPT R.M. ROMANIELLO, DC, USN 

THIRD MARINE AIRCRAFT WING CAPT CH. SPENCE. MC USN (ADDU) 

FIRST FORCE SERVICE SUPPORT GROUP 13TH DENCO CAPT R.E- WRLIAMS, JR.. DC. USN 

FLDMEDSERVSCOL. CAMP PENDLETON CO CAPT L. NICHOLS. MSC. USN 

XO LCDR E.J, LOOS. MSC, USN 

FLDMEDSERVSCOL, CAMP LEJEUNE CO CAPT E.J. STEWARD, MSC. USN 

XO CDR N.E. DEN1SON. MSC. USN 



-Rosier prepared by BUMED MED 2U\ 



CUT ALONG THIS LINE 



NAVAL MEDICAL RESEARCH & DEVELOPMENT 
COMMAND, BETHESDA, MD 



ARMED FORCES INSTITUTE OF PATHOLOGY, 
WASHINGTON, DC 



ARMED FORCES RADIOBIOLOGY RESEARCH 
INSTITUTE, BETHESDA, MD 



NAVAL MEDICAL DATA SERVICES CENTER. 
BETHESDA, MD 



NAVHOSP, PATUXENT RIVER, MD . 



NAVREGMEDCLINIC, QUANTICO, VA . 



ITALY 

U.S. NAVREGMEDCEN, NAPLES . 



U.S. NAVREGDENCEN, NAPLES . 



. CO CAPT J.D. BLOOM, MC, USN 



DIRCAPTE.C. COW ART, JR., MC, USN 



DIR CAPT P.E. TYLER, MC, USN 
AO CAPT E.D, MATIEK, MSC. USN 



CO CAPT L.E. ANGELO, MSC, USN 
XO LT S.L. SMITH, MSC, USN 

CO CAPT J. GRAVES, MSC, USN 
DCS CAPT J. P. SENN, MC, USN 
DAS LT M.A. BLOME, MSC, USN 

CO CDR J.R. ERIE, MSC, USN 

DAS LCDR D.D. WILSON, MSC, USN 

CH NURSE CAPT E. O'NEILL, NC, USN 



CO CAPT N.W. COOLEY, MC, USN 

DCS J.A. HANSEN, MC, USN 

DAS CDR J. A. BOYLE, MSC, USN 

CH NURSE CAPT M, BIRKH1MER. NC, USN 

CO CAPT J.A. MCKINNON, DC, USN 
DCS CAPT A.E. AMATO, DC, USN 
DAS CDR P.T. RAY, MSC, USN 



U.S. NAVAL ENVIRONMENTAL &. PREV MED 
UNIT7, NAPLES 



JAPAN 

U.S. NAVREGMEDCEN, YOKOSUKA . 



U.S. NAVREGDENCEN, YOKOSUKA . 



U.S. NAVREGMEDCEN, OKINAWA . 



MARIANA ISLANDS 

U.S. NAVREGMEDCEN, GUAM . 



U.S. NAVREGDENCEN, GUAM . 



OIC CDR J. W. POUNDSTONE, MC, USN 
AO LCDRD.E. ANDERSON, MSC, USN 



CO CAPT E.L. JOHNSON, MC, USN 
DCS CDR J. P. SMYTH, MC. USN 
DAS LCDR R. GUTSHALL, MSC, USN 
CH NURSE CAPT P. MORIS, NC, USN 

CO CAPT E.T. WITTE, DC, USN 
DCS CAPT R.E. HOWE, DC, USN 
DAS LCDR E.C. PIERSOL, MSC, USN 

CO CAPT D.Q. WILSON, MC. USN 
DCS CAPT K.A. GAINES, MC, USN 
DAS CDR C. DEKREY, MSC, USN 
CH NURSE CAPT E. SANFORD, NC, USN 



CO CAPT M.C. CARVER, MC, USN 
DCS CAPT J.A. AUSTIN, MC, USNR 
DAS LCDR K.L. LASHLEY. MSC, USN 
CH NURSE CAPT F. FRAZIER, NC, USN 

CO CAPT R.D. PRINCE, DC, USN 
DCS CAPT H.C. DEATON, DC, USN 
DAS LCDR O.H. GRISHAM, MSC, USN 



COMNAVMAR1ANAS CAPT R.D. PRINCE, DC, USN {ADDU) 



CAIRO, EGYPT 

U.S. NAVMEDRSCHUNIT3, 



PHILIPPINES 

U.S. NAVREGMEDCEN, SUBIC BAY, RP . 



COCAPTR.H. WATTEN, MC, USN 
AO LCDR H. PETERSEN, MSC, USN 
SR NURSE CDR S, ROSS, NC, USN 



CO CAPT R.A. PROULX, MC, USN 
DCS LCDR J.S. MILLER, JR., MC, USNR 
DAS CDR R.M. COAN, MSC, USN 
CH NURSE CDR J. KELLY, NC, USN 



NAVREGDENCEN, CHARLESTON, SC . . . 



NAVHOSP, BEAUFORT, SC. 



NAVREGDENCEN, PARRIS ISLAND, SC . 



NAVREGMEDCEN, JACKSONVILLE, FL, 



NAVREGDENCEN. JACKSONVILLE, FL. 
NAVREGMEDCLINIC. KEY WEST, FL. . . 



NAVREGMEDCEN, MEMPHIS, 
MILLINGTON, TN 



NAVREGMEDCEN, ORLANDO, FL. 



NAVREGDENCEN, ORLANDO, FL. 



NAVAEROSPREGMEDCEN, PENSACOLA, FL. 



NAVREGDENCEN, PENSACOLA, FL. 



NAVAEROMEDRSCHLAB, PENSACOLA, FL. 
NAVAEROSPMEDINST, PENSACOLA, FL. . . 



NAVAL DISEASE VECTOR ECOLOGY & 
CONTROL CENTER, JACKSONVILLE, FL. 



EIGHTH NAVAL DISTRICT 

NAVREGMEDCEN, CORPUS CHRIST!, TX. 



NAVHOSP, GUANTANAMO BAY, CUBA . 



NAVREGMEDCLINIC, NEW ORLEANS, LA. 
NAVREGMEDCEN, GREAT LAKES, IL 



CO CAPT R.G. GRANGER, DC, USN 

DCS CAPT T.M. ALLENSWORTH, JR., DC. USN 

DASLTD.C. DUNKLEMAN, MSC. USN 

CO CAPT W.R, MULLINS. MC. USN (ADDU) 
DAS LCDR W. LUDWIG, MSC, USN 
CH NURSE CAPT B. SLATER. NC, USN 

CO CAPT R.D, ULREY, DC, USN 
DCS CAPT J.C. KELLY, JR., DC, USN 
DAS LCDRL.R. MAASSEN. MSC. USN 

COCAPTW.M. MCDERMOTT, JR., MC, USN 
DCS CAPT D.F. HAGEN, MC. USN 
DAS CAPT L.J. SCHAFFNER, MSC, USN 
CH NURSE CAPT A. FOLEY, NC, USN 

CO CAPTE.E. MCDONALD, JR., DC, USN 

DCS CAPT E.H. PLUMP, DC, USN 

DAS CAPT R.L. WENTWORTH, MSC. USN 

CO LCDR P. DANIEL, MSC, USN 

CH NURSE CAPT D. DUNN, NC, USN 



CO CAPT C,W. BRAMLETT, MC, USN 
DCS CAPT R.H. MEADERS, MC, USN 
DAS CDR B.L. STEPHENS, MSC, USN 
CH NURSE CAPT M. MAYNARD, NC, USN 

CO CAPT J.A, Z1MBLE, MC, USN 
DCS CAPT W. A. SCHEFSTAD, MC, USN 
DAS CDR C.R. LOAR, MSC, USN 
CHNURSECAPT J.M, REDGATE. NC, USN 

CO H.C. PUND, JR., DC, USN 
DCS CAPT J.E. KLIMA. DC, USN 
DAS LCDR R. REYSEN, MSC, USN 

CO RADM R.F. MILNES, MC, USN 
DCS CAPT N.D. BROUSSARD, MC, USN 
DAS CDR A.D. HATTEN, MSC, USN 
CH NURSE CAPT K. WILSON, NC, USN 

CO CAPT T.W. MCKEAN, DC, USN 
DCS CAPT K.E. BROWN, DC, USN 
DAS LCDR P.R. COWART, MSC, USN 

CO CAPT R.E. MITCHEL. MC, USN 

CO CAPT R.P. CAUDILL, MC, USN 
XO CAPT D.J, BRIDEAU, MSC, USN 



OIC LCDR L.L. SHOLDT, MSC, USN 
AO LCDR B.R. FORO, MSC, USN 



DMO LCDR K. SNOW, MSC, USN 

DDO CAPT A.J. BARTOSH, DC, USN (ADDU) 

CO CAPT T.J. TRUMBLE, MC, USN 
DCS CAPT C.F. MAAS, MC, USN 
DAS CDR W.A. GODFREY, JR., MSC, USN 
CH NURSE CAPT K. JONES, NC, USN 

CO CAPT L.R. FOUT, MC. USN 
DAS LCDR C.J. PARKER, MSC, USN 
CH NURSE CDR F. DAVISON. NC, USN 

CO LCDR K. SNOW, MSC, USN 

CH NURSE CDR C. KOZARE, NC. USN 

CO CAPT R.J. SEELEY, MC, USN 
DCS CAPT H.E, SHUTE, MC, USN 
DAS CDR R.A. PAYTON, MSC, USN 
CH NURSE CAPT J. BARNES, NC, USN 



NAVRKUDF.NCKN. GREAT LAKES. IL. 



N A VDENT A LRSCH1N STITUTE, 
GREATLAKES.IL 



NAVHOSPCORPSCOL, GREAT LAKES. IL. 



NAVHOSP. ROOSEVELT ROADS. PR . 



NAVREGDENCEN, ROOSEVELT ROADS. PR . 



ELEVENTH NAVAL DISTRICT 

NAVREGMEDCEN, CAMP PENDLETON, CA. 



N AVREGD ENCEN . CAMP PENDLETON . C A . 



NAVREGMEDCEN, LONG BEACH, CA. 



CO CAPT R.G. SHAFFER, DC, USN 

DCS CAPT H.B. MCWHORTER. DC, USN 

DAS CDR P.J. COLLIER, MSC, USN 



CO CAPT MR. WIRTHLIN, JR., DC, USN 

CO CDR N. OGLESBV, MSC. USN 
XO LCDR CH HAYES. MSC. USN 
SR NURSE CDR P. FLEURY. NC. USN 

CO CAPT P.C. GREGG, MC. USN 

DASCDRT.F LEVANDOWSKI. JR.. MSC. USN 
CH NURSE CAPT D. JACOBSEN, NC, USN 

CO CAPT D.E. BARLOW. DC. USN 
DCS CAPT R. A. MURPHY. DC. USN 
DASLT W.M. MILLS, MSC. USN 



DMO RADM J. W. COX, MC, USN (ADDU) 
DLRDENACTYS RADM J.J. THOMAS, DC, USN (ADDU) 

COCAPTCS. LAMBDIN, MC. USN 
DCS CAPT C.L. GAUDHY, MC. USN 
DAS CDR T.E. THOMAS. MSC, USN 
CH NURSE CAPT L. EMOND. NC, USN 

CO CAPT W.E. SUGG, JR. . DC, USN 
DCS CAPT P.J. REISMAN. DC, USN 
DAS LCDR L.E. BELTER, MSC. USN 

CO CAPTQ.E. CREWS, MC, USN 
DCS CAPT E.E. FREEMAN, MC. USN 
DAS LCDR D.N. BENANDER, MSC. USN 
CH NURSE CAPT M. DONOG HUE, NC. USN 

CO CAPT S.E. PEPEK, DC, USN 

DCS CAPT FA. PAPEKA, DC, USN 

DAS LCDRG.R. HARRINGTON. MSC. USN 

NAVAL SCHOOL OF HEALTH SCIENCES. 

SAN DIEGO, CA CO CAPT W.E, MCCONVILLE. MSC, USN 

SR NURSE CAPT M. PERLOW, NC. USN 

NAVAL ENVIRONMENTAL & PREV MED 

UNITS. SAN DIEGO. CA OICCAPTT.R. BYRD. MC, USN 

AO LCDR E,R. WOOLL. MSC, USN 

NAVREGMEDCLINIC, PORT HUENEME, CA CO CDS F. TEAGUE, MSC, USN 

CH NURSE CDR E. PETERS, NC, USN 

NAVREGMEDCEN. SAN DIEGO, CA CO RADM J.W. COX. MC, USN 

DCSCAPTJ.S.CASSELLS, MC, USN 
DAS CAPT E.N. BUCKLEY, MSC, USN 
CH NURSE CAPT E. PFEFFER, NC. USN 

NAVREGDENCEN, SAN DIEGO. CA CO RADM J.J. THOMAS, DC, USN 

DCS CAPT E.J. HEINK.EL. JR., DC, USN 
DAS LCDR J. GALBREATH, MSC, USN 

NAVHLTHRSCHCEN, SAN DIEGO, CA CO CAPT R.H. RAHE. MC, USN 

XO CAPT J.E. LANG. MC, USN 

NAVREGMEDCEN. OAKLAND. CA CO RADM W.M. LONERGAN. MC. USN 

DCS CAPT L.U. PULICICCHIO. MC, USN 
DAS CDR F.D.R. FISHER, MSC, USN 
CH NURSE CAPT P, BUTLER, NC, USN 



NAVREGDENCEN, 1 ONG BEACH, CA. 



NAVHOSP, LEMOORE, CA. 



NAVREGDENCEN. SAN FRANCISCO, CA. 



CO CAPTF. P1TTINCTON. MSC. USN 

DCS CAPT O.B. EMER1NE. MC, USN 

DAS LCDR R.R. WELCH. MSC. USN 

CH NURSE CAPT N. MACDOWELL. NC. USN 

CO CAPT J . E. H Y DE, DC. USN 

DCS CAPT J.W.R. ANDERSON, DC, USN 

DAS CDR L.W. JOHNSON, MSC. USN 



NAVDISVECTECOLCONCEN, ALAMEDA. CA. 
NAVBIOSCTLAB, OAKLAND. CA 



THIRTEENTH NAVAL DISTRICT 

NAVREGMEDCEN. BREMERTON. WA. 



NAVREGDENCEN. BREMERTON. WA 



OIC LCDR L.A. LEWIS. MSC, USN 
AO LCDR D.R. GRAY. MSC. USN 



CO CAPT J.F. PRIBNOW, MSC. USN 
AO LT J.D. FORD. MSC. USNR 



DMO CAPT R.C, ELLIOTT. MC. USN (ADDU) 
DDOCAPT R.G. THOMPSON. DC. USN (ADDU) 

CO CAPT R.C. ELLIOTT. MC. USN 
DCS CAPT P.D. COOPER, JR.. MC, USN 
DAS CDR D.D. PALMER. MSC. USN 
CH NURSE CAPT L. PETERSON, NC. USN 

CO CAPT R.G. THOMPSON. DC. USN 
DCS CAPT J . F. SCOTT. DC, USN 
DASLT W.JOSEPH, MSC. USN 



NAVHOSP, WHIDBEY ISLAND, OAK 

HARBOR, WA CO CAPT G.W. BALDAUF, MSC. USN 

CH NURSE CDR K. KENDALL, NC, USN 

NAVREGMEDCLINIC, SEATTLE, WA CO CAPT R.L. SURFACE. MSC. USN 

SR NURSE LT T. WHITE. NC, USN 

FOURTEENTH NAVAL DISTRICT DMO CAPT A.L. SOLGAARD. MC, USN (ADDU) 

DDO CAPT N.D. WILK1E. DC, USN (ADDU) 

NAVREGMEDCLINIC. PEARL HARBOR. HI CO CAPT A.L. SOLGAARD. MC. USN 

DAS CDR D.R. FERGUSON, MSC. USN 
SR NURSE CAPT A. GOMES. NC. USN 

NAVREGDENCEN. PEARL HARBOR, HI CO CAPT N.D. WILKIE, DC, USN 

DCS CAPT A.D. LOIZEAUX. DC. USN 
DAS LCDR J.D. DELAUGHTER. MSC. USN 

NAVMEDADMINUN1T, TR1PLER ARMY 
MEDICAL CENTER, PEARL HARBOR, HI OIC CDR C.J . MOORE. MSC. USN 

NAVAL ENVIRONMENTAL & PREV MED 

UNIT 6. PEARL HARBOR. HI OIC CAPT W.B. MAHAFFEY. MC. USN 

AOLTJ.M. CONSENZA. MSC. USN 

NAVAL DISTRICT, WASHINGTON, DC DMO RADM J.T. HORGAN, MC, USN (ADDU) 

DDO CAPTH.C. PEBLEY. DC. USN (ADDU) 

NAVREGMEDCLINIC, ANNAPOLIS. MD CO CDR P. JOHNSON. MSC, USN 

CH NURSE CAPT L. NICKERSON, NC, USN 

NATIONAL NAVAL MEDICAL CENTER, 

BETHESDA, MD CO RADM J.T. HORGAN. MC, USN 

DCS CAPT M. NIEVES, JR., MC, USN 

DAS CDR R. ZENTMYER, MSC, USN 

CH NURSE CAPT H. FURMANCHIK, NC. USN 



NATIONAL NAVAL DENTER CENTER. 
BETHESDA, MD 



NAVAL HEALTH SCIENCES EDUCATION & 
TRAINING COMMAND, NNMC, 
BETHESDA, MD 



NAVAL SCHOOL OF HEALTH SCIENCES. 
BETHESDA, MD 



NAVAL MEDICAL RESEARCH INSTITUTE. 
BETHESDA. MD 



CAPT H.C. PEBLEY, DC. USN 
DCS CAPT R.D. CULLOM, DC, USN 
DAS CAPT M.K. LAW. MSC, USN 



CO RADM A.C. WILSON. MC. USN 
XOCAPTD.M. ALLMAN. DC, USN 
AO 



CO CAPT W.J. AUTON, JR., MSC, USN 
XO CDR T, FISHER, MSC. USN 



CO CAPT W.F. MINER. MC, USN 
AO CDR R.A. M0R1N, MSC, USN 




Don't 
just 

tell them 
to quit.. 




Studies confirm that 9 out of 10 smokers know 
that smoking is a bad habit. And they'd like to 
quit. But they don't know how. 

The large majority of smokers indicate they 
would quit if their doctors told them to. 

And studies confirm that a large proportion 
of patients have quit upon advice from their 
doctors. 

However, about two-thirds of smokers report 
that they've never received advice on quitting 
from their doctors. It could be their doctors don't 
want to push them. Or maybe quitting is given a 
lower priority than other health problems. 

But we believe a lot of doctors don't tell their 
patients to quit smoking for one simple reason: 
they don't know how to answer the inevitable 
"how." 



/■*.£» 



The National Cancer Institute has developed a 
free "Helping Smokers Quit" kit to help you 
answer the "how" and to help your patients quit 
the smoking habit. Materials for this kit were 
pretested with the cooperation of the Harris 
County (Texas) Medical Society and M.D. 
Anderson Hospital and Tumor Institute in 
Houston, Texas. 

The National Cancer Institute will provide the 
"Helping Smokers Quit" kit free of charge to all 
physicians who want to participate in this impor- 
tant effort. Included in the kit are guidelines for 
physicians, a self-test to help smoking patients 
determine why they smoke, pamphlets with tips 
on quitting, and waiting room posters to intro- 
duce the subject. Each kit contains enough mate- 
rials to help 50 of your smoking patients who 
want to quit. 



Show them how to quit, 

Don't delay! To receive the National Cancer Institute's free "Helping 
Smokers Quit" kit, fill out this order form and return it today. 
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I don't want to just tell them to quit. 
I want to show them how to quit. 
Please send me my free "Helping Smokers 
Quit" kit today. 

Name 

Address 

City 



.State. 



-Zip. 



Mail to "Helping Smokers Quit" Kit 
Box NaCAP 
National Cancer Institute 

Bethesda, MD 20205 
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SUBSCRIPTIONS AVAILABLE 



U.S. NAVY MEDICINE is now available by sub- 
scription. Supporters of Navy medicine who are not 
eligible for free distribution, or who want their copy 
sent to their home address may order a personal 



subscription through the U.S. Government Printing 
Office. Subscription rates are $11 per year (12 is- 
sues) to addresses within the U.S., and $14 per year 
to foreign addresses. 



Enter my subscription to U.S. NAVY MEDICINE. —$11. 00 domestic mailing-$14.00 foreign 
mailing. (Subscription rates include postage and handling costs. Make checks payable to 
Superintendent of Documents.) 
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